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ABSIBACT 

This guidebook is designed to help community colleges 
develop programs to train direct care personnel for new 
community-based residential facilities for developmentally disabled 
people. Such programs are expected to be increasingly necessary since 
high priority has been recently given to implementing new forms of 
care for the developmentally disabled. She first and second chapters 
of this publication define the population of developmentally disabled 
persons and the types of personnel which are currently relied upop to 
provide service and care to such individuals.^ The third chapter 
reviews specific questions which the community college must answer 
before it implem<ints a program for the training of direct care 
personnel. The fourti chapter addresses, at a conceptual level, the 
development of a direct care personnel training program in terms of 
program objectives, scope and content. The fifth and sixth chapters 
examine several model programs currently in operation, suggesting 
that while academic training is important, direct experience is also 
extremely valuable. The final chapter includes general 
recommendations relating to development of such programs at the 
community college level. A bibliography is included. (JDS) 
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Foreword 



Increasingly public agencies and private groups concerned with care for 
the nation's developmentally disabled people have emphasized the need 
for communities to organize themselves to care for those with developmental 
, disabilities. This emphasis has been translated into legislation at the federal 
and state levels. In 197i; the President pi-dged his administration to the ex- 
pansion of support for mental retardadon programs within the federal gov- 
ernment, and urged all Americans to join in a commitment to the goals of 
reducing the occurrence of mental retardation, and of returning at least one 
third of the more than 200,000 developmentally disabled persons then in public 
institutions to useful lives in the community. 

The latter goal carries with it the responsibility for the development of man- 
power resources for work with developmentally disabled people in various 
community settings; a limited number of community and junior colleges have 
begun to play a role in the development of those resources through the crea- 
tion of training programs for care-personnel. The primary objective of our proj- 
ect was to broaden this involvement. Working in cooperation with the Ameri- 
can Association of Community and Junior Colleges, staff at the Center in Men- - 
tal Retardation, California State University at Los Angeles, conducted a survey 
and held conferences to determine manpower needs, patterns in manpower 
development, and existing involvement by community colleges in manpower 
training in this field. The project completed, it remains our belief that commu- 
nity and junior colleges should be encouraged to develop training programs in 
this area, and it is to that end that this guideline report was written. 

David Bilovsky 

Director, Center in Mental Retardation and Co-Director Community Colleges 
and the Developmentally Disabled Project 
Jane E. Matson 

Coordinator, Community College Counseling Program and Co-Director 
Community Colleges and the Developmentally Disabled Project 



EKLC 



Community Colleges and the Developmentally Disabled Project 
California State University, Los Angeles 
and 

American Association of Community and Junior Colleges 

Advisory Committee 



Don Creamer 
Dean of Students 
El Centro Community College 
Dallas, Texas 

Patrice Schmitz 
Executive Director 
National Association of 

Private Residential Facilities 
Falls Church, Virginia 

Bobbie Hopkins 
President 
Willing Workers 
Los Arigeles, California. 

Bertha Kaminker 
President's Committee on Mental 

Retardation 
Washington, D.C. 

Michael Kipp 
deputy County Commissioner, 
Mental Health 
Syracuse, New York 

Fred Krause 
Executive Director 
President's Committee on 

Mental Retardation 
Washington, D.C. 

Douglas Libby 
President 
: Delaware County Community 

College 
Media, Pennsylvania 



David Loberg 
Program Director 
Behavior and Blind Program 
Imola, California 

Gene Patterson 
Coordinator of Housing 
National Association for 

Retarded Citizens 
Arlington, Texas 

Barbara Reid 

Dean of Special Programs 
Santa Fe Canimuhity College 
Gainesville, Florida 

Alan Robertson 
President 

Santa Fe Community College 
Gainesville, Florida 

David Sokoloff 

Sokoloff, Hamilton, Bennett 

San Francisco, California 

Ex'Offido: 

Edmund J. Gleazer, Jr. 
President, AACJC 

Richard Wilson 
Vice-President for Programs 
AACJC 

Doris Haar 
Division of 

Developmental 

Disabilides, HEW 



CcMitents 



Introduction 

Community Colleges and Those Who Need Care 11 

The Direct-Care Staff 25 

A College Decision 33 

Developing a Program — Objectives, Scope, Content 43 

Program Issues and Program Models 55 

Programs in Operation 73 

Summary and Recommendations 87 



This volume is a report Division of Devel- State University, Los 

from The Community Col- opmental Disabilities, Of- Angeles, and the Ameri- 
leges and the Devel- fice of Human De\'elop- can Association of Con^- 

opmentally Disabled Proj- ment. Department of munity and Junior Col- 

act, David'Bilovsky, Ph.D. Health, Education, and leges, Washington, D.C. 

and Jane E. Matson, Welfare, Grant #56-P- 

Ed.D. co-directors. The 71093/9-01. Publication of 

project was funded by the this report is a joint ven- 
ture of the Center in Men- 
tal Retardation, California 



5 



V 



Introduction 



THhis is a guidebook designed to help community colleges develop programs 
to train direct care personnel for new community-based residential facilities 
for developmentally disabled people. Such programs will be increasingly needed 
because thesociety has recently given a high priority to new forms of care for these 
people and has granted them new legal status. 

Both these developments are represented in the provisions of the Devel- 
opmentally Disabled Assistance and the Bill of Rights Acfr (P.L. 94-103), a com- 
prehensive act to support and fund programs for the developmentally disabled on 
a national level. This law defines a developmentally disabled person as 

"a person who has a disability attributed to mental 
retardation, cerebral palsy, epilepsy, or other neurological 
handicapping conditions found closely related to .mental 
retardation or io conditions which require treatment similar 
to that required by mentally retarded .individuals." 

It has become a stated national policy that whenever and wherever possible those 
individuals who are developmentally disabled shall be cared for within the com- 
munity. As a result of such national policies and similar state policies, devel- 
opmentally disabled individuals are being "de-institutionalized," or moved from 
large custodial hospitals to smaller community settings. For this process to meet 
its objectives, however, the numbers of community facilities must now be in- 
creased greatly, and their quality raised, A range of alternative placements in 
varying kinds of community facilities or homes must be available. Carefully 
planned programs ^nd training must be available for these individuals so that 
they can cope with the greater freedom and richness of the community environ- 
ment. None of these requirements can be met unless many more trained direct- 
care personnel are available. 

It is the thesis of this report that community colleges are best equipped to train 
many of these direct-care workers, and. it is the author's hope that community 
colleges will seriously consider setting up programs to train them. Chapters 1, 2, 
3, and 4 of this report will provide information related to the basic question, "Shall 
we institute such a program?" Chapters 5, 6, and *7 are a guide to structuring the 
program itself, once a decision in favor of it has been made. 
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Commtmity Colleges 
and 

Those Who Need Care 



Community colleges recently celebrated their 75th anniversary; the major 
portion of their existence has been spent in coping with rapid growth and 
expansion. It is significant to note that only within the last few years has the term 
community become an integral part of the identity of many of them. The field of 
community services has focused the attention of the institutions on programs 
primarily designed to serve needs not being adequately met by other community 
organizations. 

In the spirit of this milieu, this report is presented. It describes an opportunity 
for community colleges to move still further into a leadership role in community- 
based, performance-oriented service. 

The community colleges are little aware of the developmentally disabled; the 
developmentally disabled are little aware of the community colleges. The Uni- 
versity Affiliated Facilities presently existing in 21 institutions of higher learning 
v^.jas set up in part to develop "interdisciplinary training programs for personnel 
needed to render specialized services lor persons with developmental dis- 
abilities" (Public Law 94-103). Although these facilities are authorized to do so, 
the training of direct-care personnel in the sub-professional level by the-m is 
minimal. The individual who is developmentally disabled appears to be served by 
either a person who has no training or by one who has an advanced degree. There 
appear to be ^ ery few jobs available for those between those two levels. 

Edmund ). Gleazer, Jr., president- of the American Association of Communit}r 
and Junic: Colleges, refers to a community-based and performance-oriented 
approach for the community colleges. He states that a college is community-based 
when its "educational programs are based on a determination of local educational 
needs, instructional activity is designed to serve those needs, and there is maxi- 
mum utilization of community resources in the delivery of those programs. 
Performance-oriented means to be characterized by clear and simple learning 
objectives which can easily be evaluated and measured as to the degree of 
attainment or accomplishment."' 

: This report is directed to the person in the community college responsible for 
the identification of community needs and the design of programs and the 
implementation of these programs to meet these needs. 
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Figure 1 

Mental Retardation Versus Other Conditions 

Rates Per 1000 People 




Figure 2 



The Developmentally Disabled and their Advocates 




5.4 MILLION PEOPLE ARE MENTALLY RETARDED 




THEY AND THEIR FAMILIES ADD UP TO 15 TO 20 MILLION PEOPLE . 
OR ABOUT 10% OF THE POPULATION 



The Quiet Minority 



Until very recently, many developmentally disabled individuals havt? been 
sequestered in large institutions or kept quietly at home by families who have 
not wanted to advertise their irtvolvtnnent with a severely handicapped person. 
Consequently, the developmentally disabled population has bt»en less visible to 
the general public than the population, let us say, of blind individuals. Y5>t the 
developm;.ental!y disabled population is in fact a much larger one, as figure 1 
makes clear. 

Disagreement on the exact prevalence of retardation is partially a reflection of 
the various definitions of the upper limits of mental retardation as determined 
by I.Q. Illustrative of this, 2.3 per cent of the general population taking the 
Stanford-Binet could be expected to fall below an I.Q. of 70. If an I.Q. of 75 is 
used as the upper limits for identifying those classified as retarded, the preva- 
lence estimate would be about twice as high! Empirical data reveals that at the 
lower end of the normal curve, increments greater than what should be statisti- 
cally expected occur. We believe it is reasonable to use an I.Q. of 69 as the 
boundary for the purposes of roughly estimating the size of the retarded popu- 
lation; studies on this basis have found a prevalence rate of about 3 per cent. 
The President's Panel on Mental Retardation,- (now the President's Committee 
on Mental Retardation) has accepted this rate as the most valid as well as con- 
sistent estimate. We believe it is safe to say that at some time in their lives, 3 
per cent of the population would be in need of specialized services because of 
their retardation. 

The estimate of the number of individuals with cerebral palsy and epilepsy 
who will require the .same type of services as the retarded is more difficult to 
come by. However, the prevalence figure currently being used for cerebral 
palsy is 1.5 per 1,000 population, of whom an estimated 75 per cent will require 
the same type of services as the retarded. For the individual who has epilepsy, 
a prevalence rate of 2 per cent of the population is used, of whom an estimated 
20 per cent require the same type of services as the retarded. 

By themselves, then, the developmentally disabled who require significant 
aid are a large minority group but the group of those closely related to a dis- ' 
abled person is larger yet. Figure 2 gives an impression of the size of this larger 
minority concerned with the mentally retarded alone. If the other disabling 
conditions are added, it can fairly be said that one out of every eight or nine 
persons in the nation has some close family interest in a retarded or otherwise 
developmentally disabled person. 

A large segment of this relatively large minority is becoming increasingly active 
in humanizing society's view of the developmentally disabled and working to 
change views of how they should live and the care they should receive. A few 
years ago society's program for the mentally retarded and other developmentally 
disabled consisted almost exclusively of institutional placement with the major 
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purpose being custodial care. The life-process of the disabled individual could 
have been diagrammed thusly: 



Birth In 1950's 



^ 



Family Home 







Institutions 



The changing views, those now coming to predprhiriate, are in considerable 
contrast to that model of only 20 years ago. Some of the values underlying it 
can be seen in the Declaration of General and Special Rights of the Mentally 
Retarded, and A Bill of Rights for the Handicapped reproduced herein. Simii'jr 
bills of rights have been developed by such groups as UNESCO, the Epilepsy 
Foundation, and the National Society for Autistic Children. It is apparent from 
these bills of rights that many groups are asking society for certain rights for 
the developmentally disabled as a matter of equity— rights which are essen- 
tially incompatible with isolated institutional care of a custodial nature. 

Recent court decisions have begun to give these claimed rights status in the 
law. The U.S. District Court, Minnesota, {Welsch v. Likens) has ruled that the 
retarded and other developmentally disabled have a right to be placed in "the 
least restrictive" setting. The Minnesota case stated that there is a constitu- 
tional right to care and treatment under the due process clause of the Constitu- 
tion. Also, there is a constitutional right to the "least restrictive alternative" 
and thus the state has an affirmative duty to develop and provide appropriate 
community services. 



Organization for Community Care 



As a consequence of Ihese developments, a new model for the life and care 
of the disabled has developed. Although it is still evolving, it can be generally 
diagrammed as follows: 



Home 
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Foster Home 



State 
Residential 
Facility 



Community 
Residential 
Facility 
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Group 


> 


Wage 


Home 




Earner 



A number of forcei5 are moving this model toward increased acceptance and 
actualization. The President's Committee on Mental Retardation has developed 
guidelines for national action, and has strongly stressed the need for com- 
munities to organi7;e themselves to care for the retarded within the community 
itself. A numbi?? of state'5 hctve legislated or are in the process of legislating 
new models and standards for care. Legislation on the federal level has trans- 
lated the work of the President's Committee into regulations* which require 
states to develop .icOmmunity plans for services to disabled individuals and 
their families. 



Public Law 94-103, Section III (excerpted): 

Congress mokes the following findings respecting the rights of persons 
with developmental disabilities . . . 

(2) The treatment, services, and habilitation fo? a person with devel- 
opmental disabilities should be designed to maximize the devel- 
opmental potential of the person and should be provided in the setting 
that is least restrictive of the person's personal liberty. 

(^) The Federal Government and the States both have an obligation to as- 
sure that public fun is are not provided to any institutional or other 
residential program fo' persons with developmental disabilities that — 
(A) does not provi-le treatment, services, and habilitation which is ap- 
propriate to the needs of such persons. . . . 



Role of the Community Residence 



The community-based residential facility is a key part of all of the new^ mod- 
els for ser\'ice to the developmentally disabled. It is housing other than the 
individual's natural home, yet might be relatively dose to it and definitely 
within community. The community residence makes available to its residents 
a home environment and also contact with the mainstream of community ser- 
vices. The staff of the community residence offers and structures experience 
which stimulate the development of the residents; the very existence of the 
community residence and program is based on the idea that mental retardation 
and other developmental disabilities are dynamic conditions permitting growth 
and are responsive to developmental approaches. (This view is, ot course, also 
manifested in the Bills of Rights previously mentioned). Since retarded and 
other developmentally disabled people vary in their degree of handicap and 
other needs (as all people vary), it is clear that there must be a wide range of 
available community facilities and services. The National Association for Re- 
tarded Citizens emphasizes that a community's human service delivery system 
must be so comprehensive and of such a scope that "no mentally retarded 
person has to leave his community in search of needed residential or rehabilita- 

•' ■': ■ 15 
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tive services." The National Association for Retarded Citizens has concep- 
tualized the elements of a comprehensive community service system which 
u^ould meet this criterion as follows:^ 



Temporary Assistance Services involve a residence which provides tempo- 
rnry and crisis assistance to the retarded. There is an increasing need to 
relieve parents on a short-term basis. Such homes may also serve as transi- 
tion care before long-term residential placement may allow for a family vaca- 
tion, and provide for family crisis or emergency placements for dependent 
individuals who have no other place to live while more permanent plans are 
being made. 

Life-Start Program Facilities are intended to serve" primarily those individu- 
als who are so neurologically or orthopedically handicapped that special 
medical and developmental programming is essential. They differ from reg- 
ular comprehensive nursing care programs in that primary emphasis is 
placed upon developmental programming rather than upon mere mainte- 
nance of life services. 

The j>oal of life-start programs Will be to habilitate each individual to a suffi- 
cient degree to permit placement in more normalized programs. This is 
achieved through the provision of intensive stimulation and intervention. 

- Child and Adolescent Development Facilities provide programs" for chil^ — 
dren and adolescents who have developed beyond the needs of life start. 
The residents living in these facilities will be participating in community, 
educational and prevocational training programs; daytime programming in 
such residential settings may be minimal. However, the caretakers in these 
facilities, as advocates, must be aware of how they plug their residents into 
the mainstream of existing community service systems. Evening and 
weekend in-house programs would typically include areas such as: 

1. Self-help skills 

2. Conctipt development 

3. Social skills 

4. Personal hygiene 

5. Money management 

6. Food preparation 

7. Laundry maintenance 

8. Planned group activities 

These developmental programs are designed to meet the needs of those 
mentally retarded persons who lack the behavior skills which will pemiit 
them to move into relative independent living. 

Vocational Development Facilities arc for those who are enrolled in a vo- 
cational or pre-vocational training program in the community. These facili- 
ties are designed to be intensive training settings for those individuals who 
will be able to live independently^br with minimal supervision upon comple- 
tion of the (.raining program. 
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The progmm in vocational development facilities is integrated with the vo- 
cational training progr^^m. The teaching of skills such as cooking, house- 
keeping, budgeting, social relations, use of leisure time, etc. as well as expe- 
rience in group interaction, group activities, etc. is of prime importance in 
these facilities. 

As in child and adolescent facilities emphasis should be placed upon the use 
of generic, e.;mmunity, recreational and service resources. The emphasis 
upon family living will be decreased and greater emphasis placed upon 
group and independent living, teaching the residents to rely more upQn 
their peers and their own decision-making and problem solving ability. 

Sheltered Living Homes serve individuals over the age of 18 who require 
continuing assistance and supervision on a daily basis. These homes are 
intended primarily for moderately and severely retarded adults whose cur- 
rent stage of development precludes independent living. 

The goal of sheltered living is to provide a setting in which these individuals 
may enjoy a more normalized life in the community as opposed to long- 
term placement in an institution. 

The program in sheltered living homes will focu3 on the development in 
self-held and self-care skills in order to increase the socici^ competency of 
each person. 

The Apartment Living Training Facility typically consists of a cluster of three 

or fourapartmentsforresidents and one apartment housingstaff teachers. The 
staff works with each individual or couple on such skills as cooking, meal 
planning, cleaning, budgeting, relations with the landlord, use of community 
services resources, and use of recreational resources. 

The trainees in this type of program will be taught where to go for emergency 
help and how to solve many of the more intricate problems associated with 
independent living. 

Ape rtment living represents the final stage in continuum from dependence to 
independence and from segregation to integration, provides the mentally 
rcHiJrded individual with the greatest opportunity for self-sufficiency and in- 
dependence of all the residential service programs. 

Independent living represents a goal toward which all training programs are 
aimed, although it is recognized that some mentally retarded individuals may 
never be able to achieve this level of independency and self-sufficiency. 

Residences for the Elderly . . . The aged menfally awarded citizen frequently 
develops special needs with advancing age and requires a greater degree of 
super\'ision than may have been required in the younger years. For many 
persons this will mean initially moving from an independent apartment to 
more structured living arrangements in a sheltered home or a residential 
nursing home. For others health problems will indicate the need for inter- 
mediate or comprehensive nursing care. (Residential Services and Facilities 

13- ■ 
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Committee, The Right /a CM)5t'/ National Association for Retarded Citizens, 
Arlington, Texas 1973). 



The State of Pennsylvania, in defining the scope of residential servkes needed, 
has developed a Community Living Arrangements Program which suggests its 
commitment to deinstitutionalization and the prevention of institutionalization 
(the Eastern Nebraska Community Office of Mental Retardation has a somewhat 
similar model.) The Community Living Arrangements Program forms a com- 
prehensive, progressive continuum which makes available to the mentally re« 
tarded person an opportunity for an existence as close as possible to the patterns 
and norms of the mainstream of society, and makes it possible for every mentally 
retarded person to achieve his or her fullest potential and to become as inde- 
pendent and economically self-sufficient as possible. The Community Living 
Arrangements Program "strives to make possible not just the re-entry of a re- 
tarded person into the societal mainstream as well,'*' according to its developers. 
Following is an outline of the continuum envisioned in this program. 



1. Developmental Maximation Unit. This service shall have a strong medical 
emphasis and operate on the medical model. The primary objective of this unit 
is to plan developmental programs directed toward moving each individual 
into a more residentially and educationally oriented setting as quickly as 
possible. 

2. Infant Nursery. Program emphasizes nurturent development of infants 
and young children up to the age of about four, and attempts to equip them 
with self-help functions such as walking, feeding, some communication, and 
some toilet training 

3. Intensive Behavior Shaping. For individuals who are severely and pro- 
foundly retarded and/or have very special problems. This service emphasizes 
shaping and maintenance of basic habits and is nu)st often a temporary one. 

4. Stmctured Correctional. This residential service shall be for those persons 
displaying difficult to manage and consistently anti-social, uncontrolled, or 
self-destructive behavior. 

5. Child Development. Serves those in an age range of about four to 18 with 
the goal of pan-iding family typical inter-rclationships between older and 
younger individuals. 

6. Adult Long-Temt Sheltered. Sheltered living and training for those indi- 
viduals who are not capable of finding employment in competitive industry 
and will be retained in a vocational services center or day-activity center for a 
prolonged period of time. 

7. Adult Short-Term Training/Young Adult Development. This evaluation 
and training oriented service is for young adults, age 18 and over, who are 
involved in an active vocational training program or in some form of employ- 
ment. 
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8. Adult Minimal Supervision. This residential service could be run by a 
program-oriented landlord in a rooming or boarding house, or by other per- 
sonnel making, supervision visits to unstaffed apartments or houses. 

9. Family Relief. This service is intended to assist families in specific crisis and 
give stress relief by providing non-residential supervision for part of a day or 



evening 



Standards for Developmental Care 



New models for community life rnd care have been followed by new standards 
and regulations intended to guarantee a high level of quality and quality control in 
; dispersed facilides. The Accreditation Council for Facilities for the Mentally Re- 
i tarded of the Joint Commission on Accreditation of Hospitals has compiled Stan- 
dards for Community Agencies Serving Persons with Mental Retardation and 
other Developmental Disabilities (hereinafter referred to as the JCAH Standards)** 
and the Developmental Disabilities Act of 1975 has translated some of these into 
law. 

Many states have established similar rules. Minnesota's Department of Public 
Welfare Rule 34, (Standards for the Operation of Residential FaciliHes and Ser- 
vices for Persons who are Mentally Retarded) states, for example, that the staff 
must formulate an individualized program and treatment plan for each resident, 
that this plan must specify objecHves for behavioral and physical development 
and must include programs of education, self-care skills, economic skills, lan- 
guage development, number and time concepts, domestic occupations, vo- 
cational skills, and maladapted behavior and emotional disturbances. It is 
specified that this is to be done through developmentally oriented day activity, 
educational, recreational, religious, sheltered workshop, social work, vocational 
training and health services. 

Pennsylvania's standards are contained in Regulation 9600, "Community 
Living Arrangements for the Mentally Retarded;" among other things, this 
Regulation states that individual community facilides shall develop structured 
training ... 

zohich will vary with each residence in accordance with its specific purpose as deter- 
mined by the type of persons it sewes. ln all residences, children and adults, there shall 
be emphasis on richness and v ariety of experiences, especially those that involve com- 
munity contact and contact with non-retarded persons. These residences shall serve not 
only asJiouses that provide accommodations for sleeping and eating; but as homes where 
the residents receive emotional support, training in everyday living activities, engage in 
some recreation, and learn how to use community facilities . . . residences shall serve as 
a basis fropi which to go forth for community interaction, in schools, in churches, in 
recreation facilities, in medical facilities, etc. Weekly plans should be developed to ensure 
that resuients zoill develop life styles and needs consistent with those of citizens in the 
community.^ 
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■ Massachusetts, in standards developed by the Department of Mental Health, 
places a very strong emphasis on the development of an Individual Service 
Plan in the state's community residences for* the retarded. The Department 
defines the Individual Service Plan (ISP) as a written plan "of intervention and 
action that developed and modified at quarterly intervals and which specifies 
individual goals and objectives and identifies a continuum of develogmental 
services." An ISP must be developed for each person receiving resi:dentiaT^- 
vices, and must include programs in the areas of sensory motor development, 
social development and cognitive development. 

Since such standards conform with general national policy, it can be ex- 
pected that many other states will soon follow suit with very detailed desuip- 
tions of and standards for developmental programs for the severely handi- 
capped, primarily oriented to the context of dispersed community residence 
and service facilities. 



Summary 



The developmentally disabled have, until recently, been a nearly invisible 
minority in the population and have been viewed as needing primarily custo- 
dial care institutions. At present a full-scale revolution in beliefs and values 
related to the developmentally disabled is underway. The disabled are seen as 
capable of growth and as being entitled to the fullest possible life, in maximum 
feasible contact with the mainstream of society. A change in life and care mod- 
els has ensued and a body of laws and standards defining and regulating such 
models is in the process of evolution. A key to all new models is small commu- 
nity residential facilities, which are a settiug for needed care given without 
isolaring the developmentally disabled individual from the surrounding 
mainstream society. Professionals, parents, and the courts all are demanding 
this new model of care, and consequently it is to be expected that a large pro- 
portion of those 250,000 individuals now residing in large state-operated insti- 
tutions will eventually join the almost equal number now already moved to or 
living in community-scale facilities. 

>G!eazer, Edmund J. Jr. Ncu^ Programs for iVeu' People, paper presented at the First Community 
College President's Forum, EducaHonal Testing Service. Princeton, New Jersey. July 27, 1976. 

^President's Panel on Mental Retardation, A Proposed Prosram for National Action to Combat Mental 
Retardation. The Presidents Panel on Mental Retardation, Superintendent of Documents, U.S. Gov- 
ernment Printing Office, Washington, D.C OLiober, 1962. 

'^Residential Services and Facilities Committee, The Right to Choose: Achieiung Residential Altema- i 
twes in the Community. (The Association, Arlington, Texas, 1973). 

^Accreditation Council for Facilities for the Mentally Retarded. Standards for Residential ^aciljjj^ 
for the Maitally Retarded. Joint Commission on Accreditation of Hospitals, Chicago, Iliinois, 
(645 North Michigan Ave. Chicago, Illinois, 60611). 
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«Bureau of Community Residential Programs, Office of Menla! Retardation, Department of Pub- 
lic Welfare, Commonwealth of Pennsylvania, 9600 Series Regulatiom— Community Living Arrange- 
metitsfor the Mentally Retarded, (Harrisburg, Pa., various dales.) 
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Declaration of general and special 
rights of the mentally retarded 



Declaration of general and special 
rights of the mentally retarded 

WhiTiMS the univorsal dod.iratiun of hiimnn rights, adopted by tho Unitod 
MatioMS, proclaims that all ol tho human family, without distimtion of any kind, 
haw i-qual and inalionablo rights of human dignity and froodom; 

Whoroas the dtvlaration i>f tho rights of tho chiKi, adoptod by the United 
N'.itions. prcK-laims tho rights of tho physically, mentally or sm-ially handicapped 
child tosj-vcial troatment. education andcaro reqiiirod by his particular condition. 

Now Therefore 

Tho Intornational Loaguo of Sociotios for tho Montally Handicapped expresses tho 

general and special right** of tho mentally rotarjed as follows: 

ARTJCLEI 

The mentally retarded person has the same basic rights as other citizens o!' tho 
same coiintrv and same age. 
ARTICLE II 

The montally retarded j^vrsim has a right to proper medical care and physical 
restoration .ind tti such education, training, habilitation and guidance as will 
enable him to develop his ability and potential to tho fullest possib''j extent, no 
matter how severe his'degrw of dis^ibility, \'o mental';, handicapped person 
should bo deprived ot such services by reason et the eosts involved. 

ARTICLE III 

The montally retarded person has a right to economic security and to a decent 
stand a ni ot living. Ho has a right to productive work or to other meaningful 
ivcupation. 
ARTICLE IV 

The montallv rotartiod person has a right to live with his own family or with 
foster pa rents; to participate in all aspects of community life, and to be provided 
with appropriate leisure time activities. If care in an institution becomes necessary 
it should be ia surroundings .ind under circumstances as close to normal living as 
possible. 
ARTICLE V 

The mentally retarded person has a right to a i)ualified guardian when this is 
required to protect his personal welll>eing and interest. N'o person rendering; 
direct ser\'icos to the mentally retarded should also serve as his guardiavv 

ARTICLE VI 

The mentallv retarded pers4>n has a right to p>to»?-*ction from exploitation, ..^nHC 
and degrading treatment. If accused, he has a right lo a fair trial wifh I'lH 
recognition being given to his degree of responsibility. 
ARTICLE VII 

Some mentally retarded persons may be unaHe. due to the severity of their 
handicap, to exercise for themselves all of their rights in a meaningful way. For 
others, modification of some or all of these' rights is appropriate. The prc»cedure 
used for modification or denial of rights must contain proper legal safeguards 
against every form of abuse, must bt* based on an evaluation of the stvial capabil- 
ity of the mentallv retarded person by qualified experts and must be subject to 
periodic reviews and to the right of appeal to higher authorities. 
ABOVE ALL 

THE MENTALLY RETARDED PERSON 
HAS THE RIGHT TO RESPECT 
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A Bill of Rights for the Handicapped 



"A Hill ofRi^^ht^ for thv HiiinUdtfipi^i" w.is prt'sontoii M the Unitoii Corchr.il Palsy 
Association's Ann u.W Conference tn VVoshinglon. D.C.on MavX 1973. HtuulreJs 
of ileleyntes representing the 30t) United Cerebral Palsy affiliates thrDUghout the 
country sii;ned »hi; Bill indicating; their suppt>rt and commitment to lurlhering 
these basic right?. The Hill \eas approved by the membi'rship on May 4. 1973. 

United Cerebral Palsy Associations, Inc. 
66 Eiist 34th Street • New Yurk, \.Y. ll.H)l6 
A Bill of Rights for the Handicapped 

PREAMBLE 

\\\' hoU thi'fic Trutfi.< to Iv <flf-cvuicfit tluit nil Men iiro crcutcii Ctif-al. that tluy nrc 
oiihiml hi their Crcntor loitli a'rttvn unnhouhlo Ri^ht^. nml tluit iwiot;\; :hc<i'(}ro iifo. 
Lihcrtu iiiiii the Pursuit of Hiifipittf^y. 

The rights of the individual begin with the inherent right to be burn with the 
capacity to grow and develop lully .ind to have the birthright insured by services 
which pa>tecl the embrvonic environment and the entrvof the individual into the 
world. 

Those who are denied this birthright or who are handicapped bv other causes 
have the right to bv a.ssured the means of achieving maximum growth and 
dev elopment and to enjoy the dignity, respect and opp^'rlunitiesaccorded all men 
by the fa-edoms and privileges enumerated in the Constitution of the United 
Stales. 

l or the handicapped who cannot obtain the rights of first-class lili/iMiship for 
themselves, stviely must provide, preserve and protect the means whereh\- these 
rights are a^sured from earliest infantv throughout lite. These means form a 
particular "Bill of Rights for the Handicapped,'* 

The handicapped individual has the right to: 

I l'KI-:V[:\ TIO.\ OF DISABILI TY insofar as possible through early detivtion 
i>t abmtrmalities in infancy, in'.mediate and continuing familv guidance, 
and comprehen.-iivf habilitative services until maximum potential is 
achievi'd. 

tl UrALTM Sf^RVlCl!^^ A.VD MKDICAL CAKK for the protection of his 
general well-being and such additional special services as are rei^uircd 
K'causc of hi', fiandicap. 

HI hOUCATIO.S to thv' tulle>t extent to which he is intifllectually capable, 
provitled through the regular channels of American education. 

IV TRAlMN'Ci for vocational and avocational pur-uits as dictated bv his 
talents and capabilities. . ' 

V WORK at any occupation for which he has the Liualifualion'J and prepara- 
tii>n. 

VI A.\ I.\COME: sufficient to maintain a lifestyle comparable to his non- 
handicapped peers. 

Vn U\'\i WOW A\D WHKKE I IF CHOOSKS and to enjoy residential accom- 
nii^dations whieh mi'et his needs if he CanmU functii)n in conventional 
housing. 

VIII BARRIER FREE PUBLIC FACIUTIES which include buildings, mass or 
>'-:isidi/ed alternative transportation services and social, recreational and 
•'ntertainment facilities. 

IX FUNCTION' LNDEPEN'DENTI.Y in any way in which he isable to act on his 
own and to obtain the assistance he may need to assure mobilitv. com- 
munication and daily living activities. 

X PMTTTIO.N siHTial institutions and the courts to gain such opportunities as 
may be enjoyed by others but denied the handicapped because of over- 
sight, public apathy or discrimination. 

UNITED CEREBRAL PALSY ASSOCIATIONS, INC. 
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The 
Direct-Care 
Staff 



A Primary Need 



nphe key to the new form of aid to the developmen tally disabled just dis- 
* cussed is the direct-care staff, for the development of residents in any 
facility is more dependent upon this staff than upon any other factor. This staff 
group is "the interpreter of and agent for the intentions of society and wields a 
truly amazing amount of power and control over the mentally retarded indi- 
vidual" (Wolfensberger). It is this staff which has the primary responsibility of 
one-to-one contact, as distinguished from responsibility for planning, staff 
coordination, and keeping house management records. The importance of 
direct-care personnel is emphasized in a study by Thormalen^ of a California 
institution. He found that not only did direct-care aides fail to train children in 
the area of self-sufficiency (their assigned task) but actually succeeded in re- 
tarding the children's development by making them more dependent. 
^ In a fully developmental model of assistance to the handicapped, of course, 
the role of the direct-care staff is even more critical, because what takes place in 
interacHon between this staff and the retarded resident is vastly more compli- 
cated than the interaction in a purely custodial model of care. Basic needs are 
- still met but they are merely the beginning in the developmental model. We 
have reviewed some of the different specificaHons in state plans for the proc- 
esses expected to occur in a developmental program, and the wide range of 
interactions required of a direct-care worker in such a program can easily be 
inferred. While a direet-care worker may not be responsible for the basic for- 
mulation of objectives and a multitude of prescribed activities for an individual 
(as mandated in the Massachusetts ISP model, for instance), he or she will still 
be devoting more time than any other worker to carrying them out with a 
given individual. Massachusetts recognizes that the success or failure of any 
community residence is dependent upon its personnel, and has established the 
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following standards to be met by any person seeking a position in a community 
residence program: 

1. Demonstrated ability to provide emotional support and training in the daily 
living activities required by the mentally retarded individual. 

2. A demonstrated ability to work with people. 

3. Awareness and understar\ding of the individual needs of the mentally re- 
tarded. 

4. Respect for the dignity of the mentally retarded individual and a belief in his 
or her capacity for self-determination and growth. 

5. Willingness to adhere to and protect human rights of the mentally retarded 
as set forth in the Declaration of Human and Individual Rights. 

6. An understanding of "Normalization" and the willingness to adhere to and 
to apply the principles as set forth by this philosophy." 

The courts have begun to go even further. Soon there may be a widespread 
legal requirement for personnel who not only have the admirable human qual- 
ities and beliefs required by Massachusetts but training in addition. The case of 
Wyatt V. Hardin, brought before the Federal District Court in Alabama by pri- 
vate citizens, legal rights groups, and the United States Department of Justice 
established the principle that every individual has a right to treatment which 
must include an individueJized treatment program, a humane physical and 
psychological environment and an adequate and qualified staff and programs, 
all provided in the least restrictive manner possible. Other cases involving the 
same principle have been filed in at least 17 other states and are at this time in 
various phases of adjudication. The principle was upheld in a recent unani- 
mous Supreme Court decibiun {O'Connor v. Donaldson). 

Finally, in setting standards for the accreditation of community residential 
facilities, the Accreditation Council has stated that it is its 

"continuud belief that the most basic requirerriLMit tor nccreditntion of a resi- 
dential facility for the mentally retarded is the preservation af an cictive 
habilitation program ... to receive accreditation, a facility must provide 
habilitation programming for all residents \vithi,n a normalized environment 
that respects their rights and dignity. ... 

The fundamental requirements for active programming include an interdis- 
ciplinary team process fv-^r identifying the specific needs of the resident. ... 
The interdisciplinary team process must iiidmic the participation of the dinxt- 
care staff persons xvho must he responsible for the resident's day-to-day care and 
program, ami not just their supervisors. At any given time the team must in- 
clude all those persons whose participation is relevant to meeting the needs 
of the resident, so that the decisions result in a totally integrated habilitation 
program plan for the resident, rather than in fragmented isolated or inde- 
pendent efforts. 

The essential requirements for a normalized environment include a physical 
environment that is as home-like as possible, and in which residents can be 
divided into small groups, for which specific direct-care staff are responsible, so 
that there can be individualized attention to the developmental needs of 
residents, rather than merely large-group or mass care routines." 
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Lack of Training 



However, personnel skills of the level mandated in state program descriptions 
and standards gradually being set by the courts are presently not equalled by 
practice in the average community. It has been estimated that fully 90 per cent of all 
care given to the retarded and other developmentally disabled is given by those 
who have no training or certification to perform the types of tasks called for in the 
state plans. The very personnel who now carry the day-to-day responsibility for 
face-to-face care and training of the retarded are receiving the least amount of pay 
and are not even on the bottom rung of a career ladder leading to higher compe- 
tence, pay, or responsibility. Tender loving care is an important asset in their 
work, but meeting the developmental needs of mentally retarded and other se- 
verely disabled people calls for the possession of a body of knowledge and skill. 
Recognizing the discrepancy between what is now demanded of many direct-care 
workers and their ability to meet those demands, many states have developed 
in-service training programs. A few of them (the program created by the Exten- 
sion Division of the University of North Carolina is a case in point) are well 
thought out and comprehensive. In-service programs do not provide the idthnate 
answer to the problem of generating skilled manpower. Klaber (In: Sarason, S.B. 
and Dori S.J. Chapter 9, Psychological Problems in Mental Deficiency, 4th ed. Harper 
& Row, 1959) has examined such programs and concludes that they can go only a 
limited way in modifying existing behavior.- — 



A New Occupation — ^New Forms of Training 



Many people are presently able and ready to provide traditional custodial care 
to individuals who are mentally retarded or have allied disabilities. An unskilled, 
untrained couple may establish a relatively humane residential care facility.which 
essentially provides custodial care, and this facility may still be licensed by the 
state and receive clients. The need for even basically humane care is still extreme 
in many areas. But there is a constant turnover of such unskilled personnel and 
facilitiesrAs standards for service quality continue to rise, and parents continue to 
demand more adequate forms of treatment, this group of workers will be in less 
and less demand; people trained and equipped to meet society's more extensive 
demands for higher qualities of care will be in increasing demand. A manpower 
shortage of trained workers can be expected to be both considerable and widely 
recognized by the early 1980's— just about the time that community college 
programs planned to meet the demand to begin to produce graduates. 
; During this period, another process can also be expected to occur/ the estab- 
lishment of direct-care service as a discreet occupation to those who are develop- 



mentally disabred. Presently, where ^ can be determined that certain services 
are mandated by society, occupations are being created and given definition by a 
planned training and licensing process. This has occurred with the,occupation of 
vocational nurse, for example. The Office of Child Development of the Depart- 
ment of Health, Education, and Welfare is currently setting up training and 
credential requirements for personnel to work with young children — the occupa- 
tional title will be that of child development associate. Psychiatric technician? 
have a role originally planned and defined in much the same way, and the 
occupation of paralegal associate is emerging along similar lines. Such intention- 
ally created occupational roles are promising tools for meeting social needs; 
particularly when they are planned and defined cooperatively by training insti- 
tutions, professional groups and other agencies involved in the specific need area. 
We- see the beginnings of that process presently in the area of developmental 
disabilities; the indications ave that training programs are already being instituted 
in some educational institutions (see Chapter 7) and there is a move toward the 
credentialing and licensing of direct-care personnel. Some states now mandate 
licensing or certification for supervisory personnel, but few have at this point 
completed and put into full operation such structures for direct-care personnel. 
Further indications that definite occupational roles and titles will be increasingly 
recognized in this field are that conferences on care for the substantially handi- 
capped reiterate the need, year after year, and more and more State Directors of 
Developmental Disabilities express a'strong interest in working with community 
colleges and other institutions to create manpower training programs. Manpower 
concerns in the field were summarized at a joint conference sponsored by the 
National Institute of Child Health and Human Development,^ The President's 
Committee on Mental Retardation and the Canadian Association for the Mentally, 
Retarded, in 1969— although this was eight years ago, the summary remains 
pertinent: 

1. The shortage of qualified staff requires a more careful assessment the 
functions and competencies specifically required for effective work with the 
retarded. 

2. The institutions of higher education, such as community colleges and uni- 
versities, should play a far more active role in the development of career 
training programs for workers in the developmental handicap areas. 

3. The present approach to the service and manpower needs of the retarded 
makes it very difficult to increase the quality and quantity of trained personnel 
in this field. 

4. The large residential institutions are no longer functional and extensive staff 
retraining is a requisite if more functional and relevant educational programs 
are to be developed. 

5. Public and private funds should be utilized to create more productive and 
humane methods of community-based treatment for the retarded. 

6. Most of the retarded (about 85 per cent of the institutionalized retarded) do not 
require medical treatment, but rather education and social training to insure the 
maximum development of their learning potential. 

7. An effective rehabilitation program for the retarded requires the presence of a 
highly skilled educationally oriented basic-care staff. 

2Q ^ 2d r - 



A Turning Point 



We believe there is a strong probability that by 1980 there will be a firmly 
established legal mandate, strong parent demand, and official sanction and 
recognition from governmental agencies responsible for the licensing of care 
facilities, for the "highly skilled educationally oriented basic-care staff" deemed 
.critical by the Banff conference and by professionals in the developmental dis- 
abilities field. The community college can play an important role in this devel- 
opment because it is one which will be best achieved by several simultaneous 
and mutually supporting efforts, and one of these efforts can only be made by 
educators and educational institutions. National and state governmental agen- 
cies will not act in a vacuum to give the new occupation recognized status; they 
will act if they see educational institutions making concrete plans for training 
programs. The new occupation will have nationwide standing, will become 
part of a career ladder, and trainees will have transferable skills if educational 
institutions and other groups can coordinate their plans to a common model or 
pattern (and there appears to be little reason that this cannot be done). The 
entire effort will receive added impetus if educational institutions coordinate 
their plans with those local and national parent-groups and other interest 
groups in the developmental disabilities area who will be creating the demand 
for trained workers. 

In short, we are asking community colleges not to respond to an already 
established manpower demand, but to help create one by working in alliance 
with other interested groups to bring about an extremely needed shift in man- 
power resources for the developmentally disabled. We will explore additional 
aspects of such a decision in the following chapter. 



Summary 



Sophisticated models have recently been evolved for humane and growth- 
oriented services to the developmentally disabled, primarily involving de- 
institutionalization and contact with a direct-care staff operating within an 
educational and developmental framework. In many cases standards and 
guidelines for "good services" and for adequately skilled personnel have been 
• created. But we have not, as yet, solidified a demand and developed systems 
for training that essential direct-care staff. Presently the community relies upon 
untrained people most of whom are still only equipped to deliver custodial 
care, but this is becoming an increasingly intolerable state of affairs and is 
under increasing pressure for change. 



A number of mutuaiiy supporting developments will bring about the desired 
change. Educational institutions will play an essential role, interacting with na- 
tional and state agencies concerned v/ith care for the developmentally disabled/ 
with interest groups/ and with credentialing and standard-setting authorities to 
create and define a new needed occupation. 

*ThormaIen, Paul, "A Study of on-the-ward Training of Trainable'Menlally Retarded Children in 
a State Institution," California Mental Health Research Motwgrapih #4. California State Dep-.rtment of 
Health, (Sacramento, California, 1965.) 

-Klaber, M. Michael (Chapter IX). In, Sarason, S. B. anc' Doris Psychologiail Problms in Menial 
Deficiency, 4th ed. Harper and Row, New York, 1969. ■ 

^Cohen, Julius S., ed.. Manpower and Mental Retardation, an Exploration of the Issues; Proceedings of 
the Banff International Conference. President's Committee on Mental Retardation, Washington, D.C., 
1969. (Washington, D.C. 20201) 
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A 

College 
Decision 



Across the United S'tates there are more than 1200 community-based two- 
year colleges which constitute potential resources for improving service to 
the developmentally disabled. Whether this potential should be actualized in 
the case of a particular community college is a decision involving a'number of 
factors. Whereas preceeding chapters have outlined the general need for 
trained personnel and the belief that some community colleges should re- 
spond, thib chapter treats some of the specific questions a junior or community 
college should deal with before making a commitment toa-specific program. 



Responsibilities to the Community 



The community college can be said to have some responsibility to seriously 
consider the possibility of instituting training and related programs. The devel- 

i opment of community colleges has been based on the premise that they are 
responsive community agencies willing and ready to provide services to all 
citizens, limited only by resources available. Community colleges have already 
.assumed the societal task of preparing professionals and technicians in a vari- 

: ety of fields, and the number and variety of curricula related to manpower 
training are steadily increasing. Frequently, community colleges primarily re- 
ceive local financial support, maintain the lowest possible costs and the most 
open access policies feasible, and in general strive for maximum accessibility. 
In a recent article in the Community and Junior College Journal (December- 

: January 1974), Edmund J. Gleazer, Jr. urges that this function be extended. 

. Traditionally, he suggests, community colleges have played an essentially pas- 
sive role, waiting for community demand for post-secondary education and 
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then responding to that demand. Some businesses, Gleazer suggests, take a 
more active position. They create value-satisfying goods and services, research- 
ing a need or potential market, operating from a consumer-oriented, not a 
product-oriented viewpoint. What would happen, Gleazer asks, if the commu- 
nity colleges were to operate more in this manner? Were colleges to actively 
seek out needs in their communities, they might well find new opportunities 
for service.* 

It would certainly appear that an increased effort by a college to improve 
service to the developmentally disabled in a community or region would fall 
squarely within the bounds of Gleazer's proposal. The developmentally dis- 
abled are a significant part of the community, and their needs are considerable 
even though they may be a quieter minority than some others. The family of a 
developmentally disabled person in a college district is paying its share of the 
college's support, yet the disabled family member ''usually cannot make use of 
the college's regular program in the standard way. One of the most pressing 
needs of these families is for skilled care and aid to the disabled family mem- 
ber; if a college actively pursues a program which conceivably v/ill meet these 
families' needs, it is likely to gain intense and long-term support from them. 



Responsibility Toward the Students 



Interwoven with its responsibility to the general community is, of course., the 
college's obligation to its students, who may or may not remain members of 
that community. A college cannot assume that its community's needs are mir- 
rored exactly in the general society in which the graduates must find employ- 
ment; the community the college services directly may have a greater or lesser 
demand for a particular occupation than the state and region surrounding the 
college. Clearly defined occupational education, as opposed to general liberal 
arts or science education, should and must have occupational outlets, and each 
community college considering any occupational program must address itself 
to such quei^tions as these proposed by Donald T. Rippey, former president of 
El Centro College in Dallas, Texas:^ 

1. Approximately how many persons trained in the proposed program will be 
employed annually? 

2. What training experiences and opportunities are already available? 

3. What is the pay. differential between trained and untrained people in this 
occupational area now, and what will it be? 

4. What ar^^projected employment needs for the next 1-5 years? 

5. And, lasily, how much assistance can the community college expect from 
business and industry. 

In the case of training for direct-care work with the developmentally dis- : 
abled, as we have seen, such questions may not have as definite answers in the 



r;;; short run as they would if- applied to a proposed program in electronics 
j::; technology/ but sources in the developmental disability community and local 
. social agencies will be able to provide some perspective. 



Building a Decision Cooperatively 



A cursory analysis of occupational needs based on Dr. Rippey's questions 
may not, as suggested in the earlier chapters, yield a very bright picture of the 
short-run opportunities for graduates trained to give high-level care to devel- 
opmentally disabled persons. This is not to say, however, that the need out- 
lined in the first three chapters is not significant, or that the prospects do not 
look better for the future. It has been argued that they do. More important is 
that the investigation continue beyond cursory answers to those questions, and 
beyond the first investigative stages, even though they may not have yielded 
encouraging results. 

This is because care for, training of, and interest in developmentally disabled 
people involves a complex network of interested groups. The public service 
agencies may come most immediately to mind for they and public-care insti- 
tutions, such as state hospitals, are most familiar to the general public. Parent 
groups, organized and unorganized, do not generally make themselves as visi- 
ble, but they have an acute concern for the development of good social service 
delivery systems, and as special interest groups go, they are highly energetic, 
active, and extremely committed. 

These parent groups are organized into formal parent associations, identified 
with the retarded, epileptic, cerebral palsied, or autistic segments of the popu- 
lation of handicapped people. Usually local parent groups are affiliated with 
national groups. The Developmental Disabilities Act requires every state to 
have a Developmental Disabilities Council (whose responsibility, in part, is re- 
lated to insuring responsiveness to system users and parents, to long-range 
planning, and the administration of national developmental disabilities funds). 
Also involved in the care network are the professional workers who serve de- 
velopmentally disabled people directly (physicians, public health nurses, spe- 
cial educators, and so forth.) And there are all the people associated with 
community care facilities themselves, the staffs of sheltered workshops, activity 
centers, and residences. Each region has its own distinct pattern, but usually 
■includes parents, planning body, professionals, and deliverers of direct-service 
.who form the nucleus of the developmental disabilities power structure, 
i It should also be noted that because of federal funding, increasing aware- 
ness, and the increasing dynamism in the field, parent and other interest 
i groups are becoming larger, more highly organized and articulate, rather than 
the reverse. At stake for them are the increasingly richer possibilities for their 
.disabled family members. It is safe to say that in most states the network con- 
nections between such groups and state and local social service agencies is 
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becoming stronger and leading to more creative solutions for the problems of 
the disabled. 

The existence of this complex network of agencies and interest groups cre- 
ates quite a different arena for decision-making in this occupational area by a 
college than would be created by, let us say, the growth of a new chemical: 
industry in the college's ser\ice area. Without clear answers to questions about 
occupational demand, potential assistance to the college for a program will 
neither be immediately evident nor particularly stable over time. Adequate and 
satisfying answers will probably come only after a period of interaction with a 
broad range of interest groups and individuals. Images of possible programs or 
other involvement on the part of the college will be pieced together, revised, 
and reassembled again. As the developmental disability power and service 
structure becomes aware of a college's interest, the network of groups and 
agencies may shift programs and priorities to create a role for the college, a role 
which could not have been easily foreseen at the early planning stages. 

In other words, the potentials for a community college involvement with the 
developmentally disabled may build even as the feasibility of such involvement is 
being considered. The act of beginning the discussion is likely to be ''futures 
creative," leading toward an outcome that will be heavily shaped by the process 
itself. 

The critical elements in such a process, we propose, are time and patience, 
because a complex network of service providers, agencies, and parent groups 
cannot respond as quickly as an industry with a clearly articulated decision- 
making structure and a clearly defined manpower need. 



Decision and Initial Planning 



If a college administration is willing to commit a planning team to careful 
researching of the possibilities for a program, where does such a team begin and 
what does it consider? The following questions and related suggestions are a basic 
guide. In pursuing almost all of them the assistance of a broadly based advisory 
committee will be essential. While advisory committees are customarily used in 
the development of new curricula in community colleges, it is especially impor- 
tant that in this instance, the committee include broad representation from poten- 
tial employers, government and community agencies involved in administering 
programs for the developmentally disabled, parent groups, and even potential 
students. This advisory committee will be the college's primary means of gaining 
contact with the broader network of interest groups described above, as well as a 
direct resource. 

1. What program or programs, service or services are needed? 

The major emphasis of this report is the establishment of programs to train 
direct-care workers to a one- or two-year certificate level, but in the initial 
pla nning phases a broader view should be taken, and the best possible informa- 
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Hon on many aspects of community and regional need should be assembled. 

a) What is the presmt need of local families, community residences, state and 
. private institutions, programs in special education, and so on, for college- 
: trained direct-care workers? 

b) What are projected five and ten-year needs of the same entities, given a 
continuation of present program trends? 

c) Would demand for trained personnel change if interested groups could be 
. assured of the availability of such personnel? If so, how, and when? 

d) What are needs for direct-service delivery within the community or sur- 
rounding area? What possibilities might there be for the college to undertake 
or participate in some service-delivery, involving students, staff and com- 
munity people in a cooperative effort with a service agency or institution? 
Such a cooperative effort would provide a built-in practicum for students. 
The investigation of needs logically will be done first, and it is likely that 
during this early open-ended phase many of the college's initial contacts 
within the developmental disabilities service and power structure will be 
made (see box). It is during this phase that potential members for the advisory 
committee can be identified and invited to participate in the ensuing dis- 
cussions. ^ 

Community Contact Points 

Parent Organizations 

Local Chapters of: 
National Association for Retarded Citizens 
United Cerebral Palsy Association, Inc. 
National Epilepsy League 
National Society for AuUstic Children, Etc. 

Professionals working dfvectly with individuals who are devel- 
opmentally disabled 

Physicians 
Social Workers 
Special Educators 

Psychologists . 
Public Health Nurses • 

Community Care Facilities 

Workshops \ 
Activity Centers 
Residential Facilities 

Planning Bodies and State Agencies 

Developmental Disabilities Council 
State Department of Rehabilitation 
State Department of Health, Mental Hygiene 
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2. What students niay be mterested? 

In general, our society is moving toward more interest and employment in 
social service occupations/ and the odds are that it may also become more 
humanistically oriented in the future. It is likely, as a result, that in most areas 
some student interest in a developmental disabilities training program can be 
assumed. Nonetheless, particular economic situations, competing interests, or 
other factors could limit the pool of potential students. And potential student 
interest is also limited by a lack of general knowledge about the devel- 
opmentally disabled. The research team might well enlist the aid of advisory 
committees in field presentations about the developmentally disabled and 
^. potential occupational roles in local high schools. Perhaps initial interest im- 
mediately following such presentations will be misleading; foUow-up visits 
would be more likely to isolate potential students whose interest had persisted. 

3. What level or levels of program might be offered? 

Eventually/ we believe that most direct-care workers should complete a 
full two-year A. A. or A.S. degree program, and probably this should be the 
college's long-range goal unless a particular local situation contraindicates. A 
strong program in a nearby institution might be such an indication. But 
one-year certificate programs are a possibility, as are options added to an 
already existing curriculum — a human services option in a psychology pro- 
gram, for instance. This is an expeditious and often fruitful course of action. 
Short-term training sessions to upgrade the skills of those already employed 
in the field locally are, as suggested earlier, less likely to upgrade skills effec- 
tively, and are less likely to tie into a national certification pattern and 
career-ladder design, but they may be of some help in meeting an immediate 
local need. 

There are undoubtedly other program forms which could be a particular 
college's response to a particular need. It is conceivable that simpler pro- 
grams could be planned as exploratory efforts — a weekend in-service pro- 
gram could bring together college, institutional personnel, interest-group 
representatives, and potential students. 

4. What resources are available for a program? 

A broad view, again, should be taken while exploring this question. 
Thoughts may turn immediately to budgets and to existing programs and 
personnel in the college, and these may eventually be important aspects of a 
new program. But the network of agencies and groups discussed above may 
contain sources of funding and expertise, or know of such sources, and can 
probably help the college gain access to them. Parent groups may provide 
volunteer consultation, part-time resource people for an instructional pro- 
gram, or other resources. State agencies may have development funds, or 
have access to federal funding; such agencies may also make personnel 
available to contribute to a program. 

In the long run, financial responsibility for *^he program should become 
part of the college's budget for reasons of security and continuity. However, 
in this shifting field some form of relatively long-term supplemental funding 
from other sources is not inconceivable. 



5. What procedure toill be appropriate for program design? 

The curriculum or training program will be more effective in the long run if 
■ the planners initially ignore apparently relevant courses offered by the col- 
lege. It is more in the ultimate graduates' interests to carefully outline the 
" competencies they ought to have at the completion of the program, with an 
eye both toward basic skills for direct-care employment, and potential for 
further academic work. 

After the planning team has outlined desired competencies and a general 
content plan, courses and units can be mapped. It is at this point, we sug- 
gest, that the relationship of the new program to already existing ones be 
considered. It may be that some existing programs in a number of fields or 
departments can be utilized, or departments may be willing to modify some 
courses to make|them dovetail with the new program's requirements. How- 
ever, the description of the new program will now be specific enough to 
resist the inevitable "pulling" from established courses and interests in the 
college. I 

6. Wiat procedures] will be established to keep the neiv program tuned to changing 
requirements and ^standards in the field? , . 

It can be assumed that a full assessment of the local community and the 
involvement of a broadly based advisory committee will tune the program 
quite closely to present- and short-run-future needs. But it is also important 
to insure that the training provided remains flexible, generic, and portable. 
Graduates should be prepared to serve people with various disabilities in a 
variety of community and institutional settings, in varying regions of the 
country. The skills and knowledge taught must also fit into emergmg career- 
ladder patterns in the fiield. ' 

To meet these requirements, at least some members of the advisory com- 
mittee should have the respc. sibility of reporting on evolving standards in 
the home state and surrounding ones, and on federal standards and trends 
toward national certification or personnel accreditation in the field. Those 
planning committee members in touch with educational pre-requisites in the 
surrounding geographic area should periodically review the program's com- 
patibility with B.A. degree programs. 

7. How will experiential education be included in the program? 

A highly important element of any direct-care worker's training is appro- 
priate practical experience; this part of the program -leads most directly to 
employability and allows contact with the institutions and employers in the 
field. Advisory committee members representing public institutions and 
private-care institutions will be important resources in lining up or working 
to create practicum positions — the specific role of practicum sections in some 
program models will be discussed in the next chapter. 

8. How xvill the program be evaluated? 

Advance planning for evaluation frequently sharpens the purpose and 
planning for an entire educational endeavor; we suggest that the mode and 
extent of evaluation for a planned curriculum be established early in the 
, planning process. Criteria for evaluation agreed upon by the advisory com- 
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mittee, the college staff and ultimately the college's governing board prior to 
the start of the program will avoid misunderstandings and misconceptions 
about the nature and purpose of the program. Ample evaluation planning 
and careful program assessment will also prove useful when the budget for 
the program must be extended,, or if program expansion becomes a possibil- 
ity- '^'^^^^"^ 



Summaiy 



A training program for direct-care workers to serve the developmentally dis- 
abled cannot be adopted or rejected as quickly or on as clear-cut bases as for 
many- other programs, e.g. a program to train computer programmers. Occupa- 
tional definition in the field is not yet firm, and the opportunities for trained 
workers are not easily verifiable in many geographical locations. In addition, a 
large community of people and many agencies are interested in the problems ; 
of the developmentally disabled, and are themselves constantly interested in 
new possibilities for their children and clients. A college seriously considering a 
new program and assessing demand for projected graduates should make ex- 
tensive contacts in this network of intercst groups; this will take time and an 
open-minded approach. It is essential for repre.sentatives of parts of this net- 
work to join the college's advisory panel for the new program. 

After initial needs are assessed, the potential resources— financial, and human, 
including students— for a program may be explored. More detailed planning 
steps will follow, including procedures to keep the program tuned to developing 
standards in the field to potential career-ladders, and agreements on the proper ^ 
form of evaluation for the program. 

* Gleazer, Edirund J. Jr., "After the Boom, What Now for the Community Colleges?", in, Commu- 
mty and lunior College journal December-January 1974. (American Association of Community and 
Junior Colleges, One Dupont Circle, N.W., Washington, D.C. 20036) 

2 Rippey, Donald T., "Defining Objectives for a Technical-Occupational Program to Train Career . 
Counseling Technicians." Paper presented to Seminar on Career Counseling Technicians, New 
Orleans, LA 1973, as reported in Career Counselor-Technician Southern Regional Educational Board/ 
Atlanta, CA., 1974, (Atlanta 30313) . 
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Developing 
a Program- Objectives, 
Scope, Content 



A community college planning team developing a program to train direct-care 
workers must keep both the immediate and long-range needs of students in 
mind. Students need a strong emphasis on marketable skills and practical experi- 
ence with at least one group of developmentally disabled people. Their training 
must be broad enougTi, however, to be applicable to a range of community 
settings and varying types of disabilities, and contain enough academic material 
to permit later continuation in a B.A. program, a likely component of career- 
, ladders in this field. Such a program is likely to meet national credentialing 
standards as they emerge, as well. 

The planning team also should consider themselves advocates for the gradu- 
ate's future clients, for those clients are the program's ultimate consumers, and 
they and their families must eventually be satisfied with thegraduates-in-actionif 
the college's program is to have a solid future and meet its social objectives. In this 
role, the planning team needs to consider the client's basic needs — for respect as a 
; fully human individual, for life enrichment, and for assistance with development, 
at whatever the level of handicap. These needs will be served if the skills and 
knowledge of the staff are educationally and developmentally oriented, and if 
staff attitudes are positive toward the people served. 



Standards for Essential Competencies 



The scope of a program may be approached by examining the skills needed in 
the type of care being provided; at present these are most comprehensively 
indicated in emerging programming standards. We have already made reference 
■ to the Joint Commission Standards, and at this point a closer examination of them 
is in order. They outline program areas quite specifically, and many states are 
using the Standards as the basis of their own program requirements. 
■. : The Joint Commission has suggested that a complete set of standards must 
cover five major areas: 



1. Provision of active habilitation programming to each resident. 

2. Provision of services within a normalized and normalizing environment, 

3. Assurance of the rights of residents and their families. 

4. Effective administrative practices. 

5. Maintenance of a safe and sanitary environment. 

It is dear that the first and second areas are those in which extensive training of 
direct-care staff plays a critical role. Staff people on the direct-care level must know 
requirements in the other areas, of course, but maintenance of these standards is 
usually, either a major responsibility of people in higher-level positions, or a 
function of the overall style and operation of the facility. In contrast, the areas of 
habilitation programming and the provision of a normalizing environment are 
very much a responsibility of the direct-care worker, in everyday interactions with 
clients. 

The Joint Commission, wishing to further emphasize the importance of the 
programming segment, adopted the following addenda to their standards in 1975: 

"m order to receive accreditation, a facility must provide active habilitation 
programming for all residents within a normalized environment that respects 
their righ ts and dignity. It is not sufficient for a facility to be providing active 
programming, even exemplary programming, for some residents, luhile pro- 
viding only essential custodial care for others. 

The fundamental requirements for active programming include an interdisci- 
plinary team process for identifying the specific needs of the resident; establish- 
ing priorities for meeting those needs, if it is not possible to work on meeting all 
of them at once; determining programs for meeting the priority objectives, and 
assigning responsibility^foTthem; reviewing on a regular basis the resident's 
progress toward the objectives; and modifying the objectives andlor the pro- 
grams in the light of the resident's progress. The interdisciplinary team process 
must include the participation of the direct-care staff persons who must be 
responsible for the resident's day-tO'day care and program, and not just their 
supervisors. At any given time the team must also include all those persons 
whose participation is relevant to meeting the needs of the resident. The 
interdisciplinary team process and activity must be documented, so that the 
team's shared considerations and decisions result in a totally integrated habili- 
tation program plan for the resident, rather than in fragmented, isolated or 
independent efforts. 7 he essential requirements for a normalized environment 
include a physical environment that is as home-like as possible, and in which 
residents can be divided into small groups, for which specific direct-care staff 
are responsible, so that there can be individualized attention to the devel- 
opmental needs of residents, rather than merely large group or mass care 
routines. " 

Congress has given additional teeth to this view of the priorities within a 
facility's program by stipulating in Public Law 92-223 that no Medicaid funds 
could be used to pay for the care of any retarded person living in an intermediate 
care facility unless that person was receiving "active treatment." The Regulations 
governing this law deifine active treatment as ". . . an aggressive and organized 
effort to fulfill each resident's fullest functional capacities. It requires an environ- 
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ment appr6ximating, as closely as possible, the patterns and condirions of life in 
mainstream society. It has as its goal the development of those skills, habits, and 
attitudes essenrial to adapring in contemporary society. It means equipping each 
resident who is able, to return to community life." 



Individualized Program Development 



The major emphasis in the Standards and in many state plans revolves around 
the development and implementation of an individualized program plan for 
every resident by a team of care- workers. Each individual prior to his placement in 
a community residential facility has had a medical examination, a psychological 
examination and an assessment of social functioning and adaprive behavior. As a 
rule, information is available regarding the educational achievement, social his- 
tory, and previous vocational experiences of each resident. On the basis of data 
such as this, the individualized program for each resident is begun. Such a 
program specifies gpals and objectives, prescribes the needed interventions and 
sets up an accountability procedure leading into the development of new goals 
: and objectives. The following plan is from the Accreditarion Council for Faciliries 
for the Mentally,Retarded, Joint Commission on Accreditation of Hospitals, 875 
North Michigan Avenue, Chicago, 111. 60611, 1971. 



The Individual Program Plan 



Definition: 

The individual program plan is a written plan of intervention and 
action that is developed, and modified at frequent intervals, with the 
participation of all concerned. It specifies objectives and goals and 
identifies a continuum of development, outlining projected progress- 
ive.steps and the developmental consequences of services. 

Principles: 

An individual program plan should be developed for each person 
accepted for service, regardless of chronological age or developmental 
level. The plan should be based on individual assessment data and on 
other data that assist in understanding the client's situation, and it 
should be developed by the relevant staff of the agency (facility) serv- 
ing the client, with the participation of the client and his family. A plan 
developed prior to the onset of services by the agency should be 
reviewed and updated, so as -to meet the current needs of the client. 
Long and short-term objectives should be stated separately and within 
a time frame, and they must be expressed in behavioral terms that 
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, provide measurable indices of progress, and that enable the effective- 
ness of interventions to be evaluated. Modes of intervention for the 
achievement of the stated objectives must be specified, and agencies 
capable of delivering the needed services should be identified. The 
individual program plan must be modified as goals and objectives are, 
or are not, attained. Review and appropriate revision of the plan must 
be a continuous and self-correcting process. The plan must help all 
concerned to coordinate their efforts and activities, so as to maximize 
services to the client. 

In essence, this procedure represents the application to the developmentally 
disabled of an educative model dealing with human growth and learning now 
common in many areas. The model unifies many approaches in areas of psychol- 
ogy, education, and human services; it is based in learning psychology. It follows 
that a program emphasizing this model will not be highly restrictive for a student, 
but will tend to give him or her not only specific skills and knowledge in the 
developmental disabilities area, but also a broadly applicable "language" related 
to many human-service and human-development areas. 

An examination of sections of the Standards will show how this general educa- 
tive model is related to program -and personnel skills needed in community 
■ facilities. One section, for example, relates to sensorimotor development. 

Definition 

Motor development means the development of those behaviors that 
primarily involve muscular, neuromuscular, or physical skills, and that 
involve varying degrees of physical dexterity. Sensory development 
includes the development of perceptual skills. Because sensory and 
motor development are intimately related, and activities in these areas 
are inseparable, attention to these two aspects of bodily activity is 
combined in the concept of sensorimotor development. 

Standards 

The individual program plan contains objectives relating to sen- 
sorimotor development, including, but not necessarily limited to, the 
development of: 

Balance and posture 
Perceptual-motor skills 
Locomotor skills 
Manipulative skills 
Body image 
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The progress of the client toward these objectives is evaluated and 
recorded at least quarterly. 

Specific programs are directed to the sensorimotor development of 

non-ambulatory individuals. 
■■'indivxdxially prescribed sensorimotor development activities are per- 
, formed by each person regularly. 

Sensorimotor development programs proceed from simple to complex 
activities, in logical sequence. 

Activity programs are designed to increase individual skills, strength, and 
endurance. 

Activities are modified in accordance with the client's progress toward his 
sensorimotor development objectives. 

The agency provides direct services or obtafes consultin.?T services from 
professionally qualified persons to assist the family in sensorimotor 
training. 

The agency demonstrates functional integration of sensorimotor activities 
and therapeutic interventions in the educationfd, social, recreational, de- 
velopmental, or vocational programs, that it provides. 



We have underscored a number of the key phrases and terms, which imply 
specific skills and elements of knowledge a direct-care worker would need in 
order to achieve 'these standards within the context of a community facility's 
program. It is clear that the worker would need a basic acquaintance with sen- 
sorimotor function and development, would have to know the meaning of the 
terms used in the Standards and others on a similar level, and be aware, at least on 
a general level, of how sensorimotor development relates to the overall develop- 
ment of an individual. This knowledge should not be on only a theoretical level, 
but on an applied level sufficient for the worker to observe and record particular 
characteristic behaviors for report to another staff person or a consulting 
specialist. The worker would probably need an elementary knowledge of diag- 
nostic procedures and tests in this area, and a beginning knowledge of interven- 
tion techniques. 

It can be seen that while the standard introductory psychology course would 
contain some of this material, it probably would not go deeply enCiUgh into the 
area of sensorimotor development to give the student knowledge implied by 
these standards. 

A sub-section of this part of the Standards relates to communicative develop- 
ment, as an extension of sensorimotor development. 
Standards: 

The individual program plan contains objectives relating to communica- 
tive development. 

The progress of the client toward these objectives is recorded at least 
■ quarterly. 
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The agency provides appropriate training in the ave'dsof sensory stimu- 
lation, awareness, appropriate gestures, receptive skills, speaking, zoriting, 
. reading, listening, and expression. 

Specialized services are provided or procured by the agency in order to 
correct structural or habit deficits that interfere with the client's com- 
municative development. 

The agency provides for each client specific opportunities for the use of 
finictional communication skills in activities of daily living. 

The agency provides instruction concerning the availability and utiliza- 
tion of all forms of communication media, such as radio, television, 
telephone, and such specialized equipment as may be required. - 

The content areas implied by this sub-section might involve speech therapy and 
other specialized subject matters within education, and basic concepts in com- 
munication courses, although probably not the bulk of material usually covered in 
such courses. The worker needs to be able to identify specific communicative 
behaviors, and the sequence in which they are likely to develop, well enough so 
that the next-to-last standard above can be met and clients can be provided 
opportunities to use these communicative skills in daily living situations. 

In working with clients in both of the areas described by this section of the 
Standards, it can be seen that the direct-care worker needs to be oriented to and 
able to use the communication mode of objectives terminology. Training in 
behavioral observation and recording, record keeping, objective writing and 
sequencing is implied, and in fact this should be a major focus, emphasized in a 
number of courses and experiences. This is important in direct-care work because 
it focuses the worker's attention on the client in an educative, performance- 
oriented way; it is important for the worker's communication with supervisory 
personnel, and also is a basic skill for many areas in which a worker might later 
specialize. 



Social Development 



The same basic focus on objectives-setting, sequencing, and recording, the 
planning and implementing of prescribed activities within an objectives context, 
and evaluation against a set of objectives is found in another important section of 
the Standards, that describing criteria in the area of social development (again key 
temis have been underscored). 

Definition: 

Social development refers to the formation and growth of those self- 
help and interpersonal skills that enable a person to establish and main- • 
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tain appropriate roles and maintain fulfilling relationships within his envi- 
ronment. ' 

Standards: 

The individual program plan contains objectives relating to social devel- 
opment. 

The progress of the client relative to these objectives is recorded at least 
quarterly. 

The agency's programs provide for the development of culturally 
normative behavior by its clients. 

The agency provides opportunity for social development appropriate to 
the client's chronological age. 

The agency provides activities that promote the development olsodally 
adaptive relationships with the opposite sex. 

The agency provides a sequential family life education program based 
uponihki client's developmental level and consistent with cultural norms. 

Activities are provided for individual social interaction outside the 
training programs. 

The agency provides programs to assist the client with clothing selec- 
tion and grooming appropriate to various social situations, such as work, 
school, church, and leisure time activities. 

As a part of the social development program; the agency provides 
special training relating to safety in all activities of daily living. 

The agency designs a program for use by the family to encourage 
independent functioning through the acquisition of self-help and in- 
terpersonal skills. 

The agency counsels with the client and his family concerning interper- 
sonal conflicts, or conflicts arising from isolated or disorganized 
families. 

If the agency refers its clients to another agency for counseling, it 
provides follow-up to ensure resolution of the conflict. 



An additional content area now becomes significant, that involving human 
relationships, communication, sejcual relationships, and appropriate social be- 
havior and interactions. It might be supposed that this knowledge is more "com- 
mon sense" than knowledge in the sensorimotor area, but such is not necessarily 
the case; one worker's background may contain quite different "common sense" . 
data from another's. So some part of the curriculum needs to address the ques- 
tions of functional and dysfunctional elements in human relationships, sexual 
relationships, and values about -appropriate social behavior. Again enough 
grounding is needed so the worker can communicate with a supervisory worker, 
or a consultant visiting the facility periodically. Each content a.rea can be seen as a 
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possibUity for future professional specialization for the worker, and the cur 
riculum might well contain at least some introduction to opportunities for further 
specialization in each content area. The worker should have some knowledge of 
psychological terminology as it relates to social development and behavior, have 
some acquaintance with testing devices or programs designed to measure social 
skills and maturity, and have at least an introduction to group techniques and 
group process. Practice in leading group activities should be coordinated with 
content in this area. 



Affective Development 



Competencies in the area of affective development can be drawn from another 
section of the Standards; individual emotions, the concept of self-image and the 
effects of varying interactions on both are the major focus. 

Definition: 

Affective development pertains to the development of feelings and emo- 
tions. It includes the development of behaviors that relate to, arise from, or 
influence interests, attitudes, emotions, and values. 

Standards: 

The individual program plan contains objectives relating to affective 
development. 

The progress of the client toward these objectives is recorded at least 
quarterly. 

The agency develops with the client and his family a plan for devclopiing 
the expression of appropriate emotional behaviors. 

The staff provides a warm, accepting environment that is conducive to 
the development of positive feelings. 

Opportunities are provided for the expression of appropriate feelings 
by the client. 

The agency provides for the development and enhancement of the 
client's self-concept through activities that promote awareness of self 
and the experience of success and security. 

A variety of experiences are provided to develop the client's interest in 
and appreciation of the esthetic components of his environment. 
Clients displaying maladaptive behavior have specified training objectives 
that lead to more adaptive behavior. 
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Records are maintained of signifimnt rnaladaptive behavior, and of actions 
taken by pf»rents and staff as a consequence of such behavior. 

When necessary, specialized therapeutic techniques to develop con- 
structive adaptive behaviors are provided or procured by the agency 
for the client and his family. 

Again, these standards imply skills and orientation for approaching the client 
from a developmental perspective — assessment, planning, objective setting, pre- 
scriptive teaching and activities, and reassessment. The content is likely to be 
approached by both teaching staff and the direct-care student in a more intuitive 
and empathic way than is appropriate to the other content areas— the percep- 
tions, knowledges and skills to be gained here are likely to be of the nature of those 
involved in very sensitive and compassionate parenting. Individual students may 
need to analyze their own behaviors which express criticism, acceptance, and/or 
. nurturance. 

It is likely that content in this area will be organized from both a developmental 
perspective (as in a child-development course) and a therapeutic approach (an 
introduction of perspectives on family functioning and family therapy, for in- 
stance). One college surveyed broadens the content to include the disabled 
individual's family, providing a course in "Introduction to Parent Therapy." 



Cognitive Development 



The Standards section for cognitive development implies necessary academic 
content more directly; key words are again underlined to direct the reader's 
attention to some key Knowledges and competencies. 

Definition: 

Cognitive development refers to the development of those processes 
by which sensory input is transformed, stored, recovered, used. It 
includes the development of the processes and abilities involved in per- 
ceiving, recognizing, remembering, conceiving, judging, reasoning, think- 
ing, and knowing. As applied to cognitive development, learning 
emphasizes the acquisition of intellectual outcomes, such as knowledge, 
comprehension, application, analysis, awareness, swUhesis, and evaluation. 

Standards: 

The individual program plan contains objectives relating to cognitive 
development. 

Ob]ect\ves are written in behavioral terms* 
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The progress of the client relative to tfiese objectives is recorded at least 
quarterly. 

Progress is recorded in behavioral terms. 

The agency helps the parents to recognize and implement their roies in 
fostering the cognitive development of the child. 

The agency provides initial activities in the development of cognitive 
skills as the most basic developmental level, including sensory stimula- 
tion. 

Specialized services are provided to remediate or compensate for specific 
barriers to learning. 

Opportunities are provided for the client to select alternatives leading 
to independent action. 

The agency provides opportunities for the client to evaluate the conse- 
quences of his decisions. 



The content suggested is now quite specifically psychological, and it involves a 
heavy emphasis on neurological aspects of the learning process such as sensation, 
perception, symbolization and conceptualization, and principles of remediation 
applicable to deficit areas. Tolls of analysis and treatment in this area would also 
be studied, and students would be expected to show competency in interpreting* 
diagnostic profiles and preparing individualized remedial programs in specific 
learning-deficit areas. 

If the Standards as well as other current programs specified in various states are 
looked at cbsely, the implication is very strong that a worker needs a solid 
grounding in the psychological and educational strategies of a developmental 
approach to individuals. A program giving this grounding, specific application of 
the general concepts to the disabled population, and practice in applying the 
principles consistently to real clients, will meet the objectives stated at the begin- 
ning of this chapter: an education in immediately useable skills, an orientation to a 
national approach in services for the disabled, and a broader orientation which 
connects with other hum.in service and developmental fields. These elements 
contain the basis for further movement up a logically constructed career ladder, or 
progression to a baccalaureate level if desired. 



Summary 



Examination of a comprehensive set of program standards suggests that 
direct-care workers need solid grounding in a developmental and educative 
approach to individuals, including the central notions of assessment, against an 
expected sequence of development, objective-setting, prescriptive intervention 
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(teaching, structuring of activities, and so on), and evaluation and reassessment. 
• This should therefore be an important focus or an underlying thread in any 
program. Knowledge about the several areas of individual development consti- 
tute another major emphasis. The need for marketable skills upon giaduation/as 
well as the more general need for relating theory to specific practice and problems 
of the disabled, require an application focus to the curriculum as well. 

This chapter has shown that a performance-oriented as well as competency- 
based curriculum can be developed from program standards in general and the 
Joint Conimission Standards in particular. Utilization of such standards will help 
assure that the curriculum for the training of direct-care personnel is 
community-based as well as performance-oriented. 
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Program I^ties 
and 

Program Models 



General Considerations 



Any planning group designing a program to train direct-care workers must 
wrestle with a number of issues and problems as they go forward, problems 
and issues related to the basic intent of the program and the competencies and 
opportunities it is to give its graduates. Fortunately it is not necessary for a 
college's planning team to re-discover all the dilemmas independently. A number 
of groups have developed philosophies and approaches to program design, and 
have often developed model programs as well. It is the purpose of this chapter to 
review some of these efforts, and highlight some of the program-design issues in 
this field in the process. 

Most planning groups probably first run into the dilemma of employability 
training versus an academic emphasis which implies continued education (in a 
four-year institution, typically). It is our impression (and others seem to share the 
view) that meeting both objectives in a typical A. A. degree program structure is 
difficult, assuming that the entry requirements for the four-year institution's 
junior year are typical and not subject to modification upon the request of com- 
munity college planners. Employability training and employment-producing 
contact with care facilities in the student's geographical area imply considerable 
time devoted to field experience, practicums, etc., and a program demanding a 
large expenditure of student time and energy in that direction cannot easily 
accommodate a full academic preparation. Another consideration is whether the 
program is to have a generic emphasis in academic and practicum components, or 
a specialist emphasis. To some degree this choice must depend on the definition 
of the labor market in the area, but it also depends on the preference of potential 
employers, including the public service network in the area, and the planners' 
own views as to whether generic programs provide specific enough skills by the 
end of a two-year program. Nor is this an either/or choice — a mix of generic and 
specialized elements can be included. 
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There are possible variations in the time-structuring of a curriculum. Most 
American proposals have been conceived within the traditional boundaries of 
courses and seminars meeting weekly, and involve varying proportions of 
classwork and practicum experience within the week and the semester. The 
Canadian and Danish models, also reviewed, have longer periods devoted alter- 
nately and more or less wholly to academic work and practicum experience, in a 
"work/study" pattern. This pattern at least presents the opportunity for more 
diverse practicum experiences, since the student can re-locate for the longer 
practicum and academic periods; whether it has educational advantages seems 
not to have yet been discussed by program planners. 

There p.re substantial variations in the apparent competencies toward which 
different program models are directed, in turn derived from the overall service 
pattern and manpower utilization scheme graduates will enter. Some programs 
equip the graduate with substantial para-medical skills, while others de- 
emphasize this side of care for the disabled, focusing more on social skills and 
programming skills. More or less attention may be devoted to administrative 
subjects and skills. 

A systematic approach to competencies desired underlies the most consciously 
constructed models, with the competencies specified derived in turn from a 
manpower model or manpower philosophy for the service system as a whole. 
Darrel J. Mase of the University of Florida has proposed one such overall 
philosophy, working from the viewpoint that the labor market has been generally 
lopsided in the health and education professions.*Teople with bachelor's, mas- 
ter's, and doctorate degrees, Mase suggests, have often been performing tasks 
which do not require the advanced knowledge, skills, and capability — there is a 
consequent waste of mindpoiocr. Efficient utilization of the mindpovver he!:' by 
these relatively highly trained people would be better achieved if thev spent more 
time supervising those with less training, in the process passing on skills and 
knowledge and increasing the aggregate mindpower available in the field. 

Mase has suggested a numerical rating of the knowledge, skill, and capacity for 
independent action appropriate to work at four different personnel levels in the 
health and education fields; his scheme appears to be a good basis for a logical 
hierarchy of manpower utilization, and also a good initial guide to the planning of 
a career-ladder system. His proposed rankings are as follows: 

Capacity for 
Independent 



Level of Education 


Knowledge 


Skill 


Action 


I — Doctorate 


4+ 


4+ 


4+ 


II — Bachelor's and Master's Degree 


4 + 


4 + 


2+ 


III — Two-year College Associate Degree 


2+ 


4 + 


1 + 


IV — On-the-job, Vocational, and 








Technical Training 


1 + 


4+ 


0 



The Mase conceptualization might be extended to specific competency lists for 
each area at each level of training, a strategy which would lend specificity to the 
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meaning of the "1'" knowledge level for the lowest level, for exampie. In fact/ 
several groups have worked in this general direction, specifying competencies 
.related to particular levels of training. Combining such an approach with the Mase 
schema, we propose, will eventually be a productive way to compare and describe 
programs as they evolve. 



An Application of Multi-level Competencies— The National 
Mental Retardation Manpower Model, Canada*^ 

Canada's National Institute on Mental Retardation has been working since 1969 
on a national manpower model for mental retardation workers. The model is 
based on a broad concept of developmental handicaps. The model assumes (we 
I^^S^ P^^P^^^y) "that there are many common areas of knowledge and skill 
" involved in working with individuals with developmental handicaps." The major 
areas within the field are, according to the Canadian analysis: 

Behavior Disorders Multiple Handicap Interactions 
Mental Retardation Social Maladjustment 

Learning Disorders Specific limitations due to deafness and blindness 

The Canadian model is basically a non-medical one, since the Institute judges 
that the non-ambulatory mentally retarded or /'chronically mentally retarded" 
comprise at most 20 per cent of the institutionalized mentally retarded popula- 
tion. This group, the Institute feels, needs a sufficiently different treatment to 
require another model. , 

The Canadian institute's model proposes four levels of training appropriate to 
paid direct-care and supervisory workers. (The Institute suggests that other 
alternative approaches are needed for volunteers.) It seems likely to the Institute 
that the levels will require length and types of training as follows: 

Level Location of Training Length of Training 

I Community College One Year 

II Community College Two-Years 

I III University Three to Four Years 

IV University Graduate School Four-plus Years 

It is the Institute's intention that these levels become formalized with national 
credentialling, and that the hierarchy give not only a guide to manpower utiliza- 
tion but also provide a new career system within the developmentally handi- 

*Fordetai!ed Information write G. Allan Roeher, director. National Instituteon M 
York University Campus, Toronto. 
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capped field. That is, an important part of the hierarchy and training programs 
proposed is that workers have clear routes and opportunities for moving up the 
ladder, as well as having their status within the system clearly defined. 

The Institute is focusing on mental retardation workers specificaMy, and is 
assuming a residential or quasi-institutional setting for its work. Consequently it 
has been able to phrase job responsibilities and desired competencies quite 
specifically. Both types of descriptions for Level I and Level II workers follow in 
abbreviated form. The reader can try applying the Mase scheme to them. 



Functions of Level I Workers 

Provide stimulating environment . . . 

Organize the daily life of the indi- 
vidual ... 

Utilize the total milieu of the facility to 
gain the active involvement of the 
individual . . . 

Utilize the total milieu of the commu- 
nity ... 

Serve as a behavioral model v . . 

Provide basic daily care and social 
training ... 

Assist with the residential household 
activities and works in developing a 
home-like environment ... 

Work effectively under the supervi- 
sion of a Diploma Level II or III staff 
member in designing and imple- 
menting a daily program. 

Functions of Level II Workers 

Create an environment in which the 
individual may develop to the limit 

Assist the individual in developing 
more appropriate behavior ... 

Provide an educational and training 
; program . . . 

Prevent dehumanizing aspects from 
developing ... 

Serve as an advocate . . . 
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Develop daily and weekly educational 
programs ... 

Provide remedial and preventive 
health care ... 

Assist parents in coping more effec- 
tively with . . . handicapped family 
members ... 

Utilize group process as a remotiva- 
tional force ... 

Provide occupational-vocational as- 
sessment and training . . . 

Competencies for Level I Workers 

Provide required physical and per- 
sonal care 

Utilize knowledge of first aid and ad- 
minister necessary drugs under 
supervision 

Develop and maintain a home-like 
environment 

Motivate the individual to engage in 
(the full range of) activities 

Relate ... with empathy and sensitiv- 
ity 

Competencies for Level II Workers 

Relate academic and social learning _ 
tasks to daily institutional activities 

Reinforce appropriate behaviors and 
demonstrate behavioral manage- 
ment skills 



Develop independent self-generating Relate to and involve parents 

behaviors for his or her eroup . , . . ■ . 

Devise solutions for frequent daily 

Write and maintain weekly objective problenis. 

reports 

Comparing the job responsibilities and competencies projected for these two 
personnel levels reveals differences which seem generally to parallel the Mase 
rankingsintheareasofknowledge, skill, and capacity for independent action. It is 
fairly clear that the Level I worker is expected essentially to operate day by day, 
under supervision, and deal with the present and obvious needs of clients. 
Enough theoretical knowledge is needed to cooperate with and understand in 
broad terms the directions of supervising colleagues, and comprehend the gen- 
eral direction and purpose of programs and activities. The Level II worker is 
expected to perceive and shapelarger systems or entities within the facility, and is 
expected totakealonger-rangeviewoftheindividual handicapped person, his or 
her potential directions of development, and appropriate interventions. 

At present, the Canadian Institute feels that much Level I training will take 
place within the context of a facility for the mentally retarded, with the academic 
dimensions of the curriculum provided at a nearby educational institution. How- 
ever, the Institute's hope for the future is that community colleges or other 
educational institutions will become "home base" for trainees seeking the Level I 
diploma. 

The total time involvetl in the Canadian Level I program is eleven months, half 
to be devoted to academic work and half to supervised practicum experience in 
several different facilities. It appears that the academic andpracticum periods will 
be two or three months in length each; the program might consist of one academic 
period of three months and another of two months, with practicum segments of 
similar lengths. However, the placement in any one practicum setting is not 
expected to exceed one month. The material proposed to be covered in the 
academic segments is as follows: 



Curriculum Areas — Level I 

Human Development Social Care and Daily Programming 

Learning Recreation and Leisure: 

Applied Activities 

Behavioral Management Health Maintenance and Basic 

Pharmacology 

Human Relations Home Craft 

The educational sequence for a Level II diploma is proposed to take twice as 
much time as for the Level I, 22 months (a schedule covering two full years with a 
month vacation each year). As with the Level I program, this time is divided 
equally between academic work and practicum experience^ Academic and prac- 
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ticum segments are either two or three months long each, in a "work study;' 
pattern, but each different practicum experience is typically one month in dura- 
lion, ■ ■ ■ ■ 

Work in the academic segments falls into three divisions: theoretical courses/ 
technical courses, and applied activities. 



Theoretical Courses — Level 11 



Human Development 

The Handicapped Individual 

Group Theory and Methods 

Psychopathology 

Physiology and Maintenance 
of Physical Health 

Pedagogy of Leisure and 
Recreation 



Learning Theory 

Social Psychology 

Educational Theory and Method 

Sociology of Handicapped Behavior 

Group Process and Remotivation 
of the Handicapped Individual 



Technical Courses — Level II 

Observation and Report Teaching Strategies for the 

VVriting Handicapped 

Rehabilitation Strategies Daily Programming and Behavioral 

Management 

Basic Care and the First Aid 

Development of a "home-like" 
Milieu 



Applied Activity Subjects — Level II 

Handcrafts: Painting, Modeling, Drawing, Music and Dance, Gymnastics, 
Calisthenics, Games and Recreation, Development of Instructional Materials 

At present the Institute has solved the problem of how a graduate will move 
from Level II training into further academic training, principally by specifying that 
selected, promising Level II students may be encouraged to go directly on to Level 
III work. The transition and entry into a four-year educational institution might 
well be eased by the fact that the Canadian Level II program does have somewhat 
more academic content than might a comparable four-semester U.S. community 
college program. The Institute's document does not so far specify how an indi- 
vidual student might move from Level I to Level II; it seems likely that as Level I as 
well as Level II training takes place in a college setting, more attention will be 
given to facilitating this transition. 
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The Michigan Institute Model: Pre-Service and In-Service 
Programs with an Emphasis on Employability^ 



Two support^ personnel training models of interest to community college plan- 
: ners were developed in the course of a conference conducted by the Institute for 
the Study of Mental Retardation (at the University of Michigan), and co- 
. ; sponsored and supported by the United Cerebral Palsy Association of Michigan, 
;in 1970. The proceedings of the entire conference have been published, as ''Guide- 
lines for the Preparation of Support Personnel." 

. Unlike the Canadian Institute's planners, the Michigan conferees did not at- 
tempt to specify competencies expected of graduates, but the emphasis on compe- 
tence in general and its relation to employability was nonetheless underscored. 
The Michigan conference conceptualized a range of possible training programs 
aimed at increasing the competence of all workers in the field, as follows: 

1- Two-year training programs leading to an A.A. Degree 

a. Pre-service 

b. Post-service (full-time in-service) 
2. In-Service 

a. Training provided for entry-level people 
; b. On-the-job updating of skills and the lateral movement of employee 
: c. In-service training for promotion— vertical movement 

Our primary interest is in the two-year training programs leading to the A.A. 
Degree; the Michigan conferees saw a need for two such programs. Pre-service 
students, it was felt, needed a core of academic ?ndT.pecial subjects, with a broad 
enough scope in both academic work and field 5c ./>V.>w full exploration of 
the field and the career options within it. A person }>£v ;;-'ruiy working in the field, 
on the other hand, already should have that orientation, and needs more as- 
sistance in tying his or her everyday experience to theoretical understandings. 
This line of thinking led the Michigan people to two quite differently organized 
programs, albeit leading to the same degree. 

The pre-service program involves, in the first year: 

Core subjects, at 8 class hours per week and 8 units per semester: Communi- 
cations skills. Social and Psychological Foundations, Human Development/ 
Interpersonal Training, Health Sciences, and Physical Education. 

In both semesters, there is a combined seminar-practice course. Introduction to 
Helping Services. This is assigned 5 semester credits, and takes at least 10 actual 
hours per week. 

The seminar section treats technical language and terminology, ethics, work 
habits, acceptance of supervision, and applications of concepts in the parallel 
academic courses. The practice involves observation and hands-on assistance 
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ina variety of settings in the community, including facilities for the mentally 
retarded and other developmentally disabled, but also a wide range of other 
social service facilities and programs. 

The second year of this first, pre-service A; A. program is heavily devoted to a 
career field-course each semester, both such courses taken in one of three areas of 
specialization chosen by the student. (The options are Health and Related Ser- 
vices, Social and Vocational Rehabilitation, and Education). In the Health and 
Rehabilitation options, there is a minimum of core academic work, some 
specialized academic work in the field, and the practicum and its associated 
seminar, which alone are expected to take between 25 and 30 hours per week of 
the student's time. (The Education option has somewhat more course work and a 
less extensive practicum). 

It is clear from the emphasis given the practicum segment and the shift toward 
an extensive practicum commitment in the second year that the Michigan con- 
ferees did not expect very many, if any, A. A. degree candidates in the pre-service 
category to go directly on to more advanced training. Instead, the emphasis is 
strongly upon specialized practice in a section of the field, and presumably on the 
contacts gained through such practice which may lead directly to employment. 

The A. A. degree program for the experienced worker (somewhat mislabeled in 
the Michigan publication as an "in-service" program), also is a full-time two-year 
schedule (four semesters). However, each of the semesters is organized similarly, 
around a half-time commitment to academic work, and a half-time commitment 
to a practice/skills/vvork experience assignment. The student is to engage in a wide 
range of practicum experiences, and there would seem to be little opportunity for 
these to be combined with the students former work role, hence the inappropri- 
ateness of the "in-service" label. The following courses make up the academic 
program through the four semesters: 

Growth and Development of the Individual (2 semesters) 
Social Aspects of Handicapping Conditions 
Medical and Neurological Aspects of Handicapping Conditions 
- Psychological /^spects of Handicapping Conditions 
Community Resources and Services for tl\e Handicapped Person 
Planning for Services and Programs 
Seminar on the Interdisciplinary Approach to Services 

Each of the four practice/skills/work experience assignment also has a specific 
focus, and placement or placements in a facility or other program coordinated to 
that focus: 

First semester. Placement in nursery school programs or institutional and 
educational settings with young physically handicapped children. The focus is 
on diagnostic procedures and techniques applicable to this group; supervised 
exf>erience in helping children with basic skills, language experience is pro- 
vided. 

■ Second semester. Placement in community-based activities programs, occupa- 
tional thereapy programs in institutions. The focus is on assisting the handi- 
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■ capped person in activities of daily living, home management skills, and in sex 
•T-'V education. 

^ in semester two, and the focus con- 

: tinues to be on helping the handicapped person with regular activities of daily 

living. There is a particular focus this semester on arts and crafts, and recreation 

and leisure-time activities. 

. : Fourth semester. Placement in sheltered workshops, halfway houses and resi- 
dential centers. The focus is now less on helping the handicapped individual 
with particular learning tasks, and more on working within organizational 

■ structures. Management skills, principles of administration and methods of 
evaluating community service, report writing and case recording are some of 

: . the key subjects. There is some emphasis on principles of vocational training 
and occupational education. 

The Michigan planners did not compare their two A. A. degree program rnod- 
els, but some interesting implications come from such a comparison. The trend in 
the first (the pre-service program) is toward specialization, aimed at producing 
employment at the end of the second year, while the tendency of the second (the 
"in-service" or more properly post-service program) is away from specialization, 
and toward equipping the worker with a broad view of the field and perhaps 
generating an interest in supervisory-level work. The implicit suggestion is that a 
proper career ladder in this field may involve a basic orientation and extensive 
skills training at first, followed by several years of work experience in the field, 
followed by a return to school for a course which integrates the previous experi- 
ence, deepens theoretical perspectives, and move^ the individual toward broader 
responsibilities for the human management of services. In that sense, the second 
Michigan program might almost be made an extension of the first, with some 
intensification of the course content suggested. The Canadian Institute also im- 
plicitly suggests the essential nature of prolonged work experience as part of at 
least one career ladder in the field, by the proposed requirement that a practicum 
supervisor must have had at least two years field experience. 



The Southern Regional Education Board Model — 
Toward Competencies for Generalists^ 



The Southern Regional Education Board has been a major force in developing 
programs in the South to train middle-level mental health workers. Its work has 
not been specifically directed to training workers in the field of mental retardation, 
and intenHonally so, because the Board's study-project team has taken the posi- 
tion that middle-level workers should be generalists in training and in fact. The ' 
Board's team. began their work by surveying the major professions in the mental 
health fields, and, while acknowledging that each profession made unique con- 
tributions and had some distinguishing characteristics, it was concluded that each 
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also had much in common with the others, and that this common core should be 
emphasized heavily in early training. The decision on a generalist approach also 
was based upon the view that middle-level workers are often intermediaries 
between clients and more highly specialized workers, and need to be able to see 
the needs of the client from a broad perspective. 

The Board's approach is also of interest because, in contrast to the Canadian 
Institute's effort, an attempt was made to specify competencies that apply across- 
the-board, in a wide range of mental health and developmental health areas. This 
is also in contrast to the Michigan Institute's approach to at least the pre-service 
program, where specialization directed to employability is the major emphasis. 

According to the Board, an effective generalist in the mental health field has 
these characteristics: 

1. The generalist works in conjunction with other professionals, with a limited 
number of clients or families to provide "across-the-board" services as needed 
by the client and the family. * ' 

2. The generalist is able to work in a variety of agencies and organizations that 
provide mental health services. 

3. The generalist is able to work cooperatively with all the existing professions in 
the field rather than having direct affiliation with any one of the existing 
professions. 

4. The generalist is familiar with a number of therapeutic services and technicians 
ratherthah specializing in one or two areas. 

5. The generalist is a "beginning professional" who is expected to continue to 
learn and grow. 

In order to define the training appropriate to the creation of such a generalist, 
the project group at SREB developed the notion of a "core of competence" in the 
mental health field (and at the intermediate, A. A. degree level). Working commit- 
tees made up largely of college directors of mental-health worker programs 
already in existence polled their experience and expertise, attended closely to a 
study of the work being performed by 30 recent graduate-workers, and checked 
specific competencies for mental health workers developed previously by SREB in 
a roles and functions study symposium, as well as reviewing a composite list of 
objectives of individual college programs in the South. The core of competence is : 
divided into three basic categories: Knowledge, Skill, and Attitudes; within each 
category are the sub-divisions "Essential," "Highly Desirable," and "Optional." 
Proficiency levels are then specified within each of these sub-divisions in turn. 
The whole schema might be outlined as follows: 

Knowledge (Skills, Attitudes) 

Essential Knowledge areas 

1. Personality theory and function (Area 2, 3, 4, etc.) 
Proficiency level a. — some knowledge (detailed) 
Proficiency level b. — basic knowledge (detailed) 
Proficiency level c. — considerable knowledge (detailed) 
Proficiency level d. — extensive knowledge (detailed) 



Desirable Knowledge areas 
5. The social welfare field (area 6, 7, 9, etc.) 
Proficiency levels . . 

Optional Knowledge areas 
9. History of HEW programs (etc.) 
Proficiency levels . . 

: : The SREB group proposes this schema as a way of approaching the problem of 
: outlining competencies, not as a rigid system, but the group does believe that a 
consistent core of competencies in this field is rapidly becoming essential for 
community college planners, and for mental health agencies to use as a basis for 
writing job descriptions. Space precludes listing the competencies at each level 
proposed by the SREB committees, but a listing of some of the topic areas is 
indicative: 

Knowledge: Essential 

Personality theory and function, abnormal psychology, theories of interven- 
tion, methods of intervention, chemotherapeutic agents, job roles in the field, 
mental health and mental retardation organizations. 

Knowledge: Highly Desirable 

Social welfare field, community resources for human services, sociology, data 
: gathering techniques and evaluation procedures in mental health, other cul- 
tures and value systems, contemporar>' events . . . related to mental health, 
physiology of human development and function. 

Skills: Essential 

Interviewing, observing and recording, interpersonal skills, group skills, skills 
for changing behavior and enhancing emotional growth, instructional skills, 
consultation, community process skills. 

Skills: Highly Desirable 
Administrative skills, management skills 

Skills: Purely Optional 
Administering psychological tests, statistics and research and evaluation meth- 
ods, remotivation for adults, special therapies, special tests. 

AUitudes: Essential 

Awareness of one's own limitations and willingness to seek assistance, convic- 
tion that the mental health of clients can be improved, acceptance of serving 
clients through organizations, agencies, etc., openness to change in organiza- 
tions and services, commitment to continuing self-development, respect for 
the dignity of the individual and his or her person, privacy, decisions, and 
opinions, willingness to exercise personal responsibility and initiative, (etc.) 

Attitudes: Desirable 
Respect and tolerance for "different" individ ual and cultural lifestyles, concern 
for contemporary events relevant to mental health, a convictioii in fayor of 
collaborative team effort in serving, awareness of various value positions, 
awareness of personal value system regarding race and racism, awareness of 
own and society's attitudes and values regarding poverty, dependency, aware- 
ness of own and society's values regarding physical and mentai disabiKty. 
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Having begun with this broad approach, the SREB project group did not feel it 
was appropriate to specify detailed time allotments and courses in a model 
program — instead, they surveyed current practice in community colleges in the 
South, in programs directed toward the A. A. Degree. 

In general, they found that colleges in the South commit about: - 

25% of the student's time to general education courses not related to the 
mental health area, 

25% of the student's time and credits to required courses deemed part of a 
"mental health core" (psychology, for instance), 

30% to required (and relativcJy specialized) mental health courses 7Wt consid- 
ered part of the general education core of the college, and, 

10% to specialized electives in the mental health field of interest to the 
student. 

(An additional 10% is allocated to free electives). 

I 

In this breakdown, practice experiences, field work, etc. are counted as part of 
the course distribution; the SREB group does not outline specific plans for this 
part of the curriculum. However, a survey of the amount of student time devoted 
to different types of educational experiences shows that in general, as the student 
progresses from the first to the fourth semester, there is a shift away from 
didactic/academic experiences, toward experiential/field work experience. Over- 
all, the student's time commitment in actual hours appears to be divided nearly 
equally between academic work and practicum-fieldwork experience. This is an 
overall balance quite similar to the Canadian and Michigan models. 

It is difficult to judge, working from the general presentation of the SREB 
conclusions, just how generic or how immediate-employment related a program 
developed from this"core of competence" might be; in fact, one of the Board's 
objectives is to encourage varied programs which nonetheless all produce certain 
basic results. However, it can at least be said that a program designed on a 
generalist basis is likely to include more generic and less specialized courses, may 
permit the two-year graduate easier entree to a four-year institution, and leaves 
more specific training to on-the-job stages in the graduate's career. 



The Council on Social Work Education NIodel — 
An Orientation to Continued Education"^ 



The Council on Social Work Education, in cooperation with the American 
Association of Community and Junior Colleges, has proposed a program model 
for the training of community services technicians, with the intent of preparing 
students for employment in social services in the community, but also wherever 
possible permitting the student to continue onto higher education. In keeping 
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this goal, the curriculum is extremely generic, and in general it appears that 
courses customarily found in a community college have been rearranged into a 
two-year community service technician package. 
The student's time commitment and course credits in this model are: 

General Education Core: 50% of the total program, somewhat over thirty credits, 
in: 

Orientation, Freshman Composition, Biology or a science elective. Health and 
Physical Education (2 semesters), English Literature, American Government, 
General Psychology, Sociology, Economics, Humanities (2 semesters) and 
Public Speaking. 

; Supportive Social Science Core: 25% of the total program, between 16 and 18 
; credits, in: 

Social Problems, Social Welfare as an Institution, and electives from courses 
such as the Family, Abnormal Psychology, the Culture of Poverty, Racism, (and 
so on). 

Social Service Technical Core: 23% of the total program, between 14 and 16 
credits, in: 

Field experience (2 semesters), interviewing skills, group leadership skills, 
social change skills. 

; It is plain from this emphasis on coursework that further education is en- 
visioned as a likely possibility for many students, either immediately or in the 
short-range future. In order to provide some potential for employment as an 
assistant in welfare agencies, municipal recreation programs, and others, there is 
some emphasis on social management skills and, of course, the general implicit 
emphasis on human and social dynamics and concepts. 



The Denmark Training Model' 



It is general knowledge in the developmental disabilities field that the Scan- 
dinavian countries have highly advanced programs for the handicapped, 
although this is not so well known outside the field. Direct care workers and 
others associated with the care of the handicapped are relatively well paid and 
have respected positions in the society. ^ 

Tn Denmark the care assistant is the worker with long-term conta^ct with a 
number of handicapped clients, and the worker with overall responsibility for 
their development and well-being. The Danish government has developed a 
post-secondary curriculum and school specifically for training such personnel. 
The focus is on knowledge and skills involved in the care of both the aged and 
handicapped. The overall philosophy is that the trainee become equipped to 
provide "the social, pedagogical and practical support which may counteract, 
cure, or relieve the consequences of physical and/or mental retardation," and also 
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"to ensure the greatest possible support and contribute to the best possible 
well-being of the patient." 

The course takes somewhat over three years, resulting in at least the potential 
for a higher level of training than is likely to be provided by a two-year A.A. 
degree program in the United States. A person entering the program must be at 
least 18 years of age, and must have had at least nine years schooling. A charac- 
teristic of the Danish program less often found in the United States is that 
practicum and academic sections of the program are not combined within the 
same study period— that is, there is a study segment, a work segment (perhaps 
involving the student's relocation for a period of some mpnths), another study 
period, and so on. The usual Danish progression is as follows: 



The Danish Program — 38 Months Typical 

Practical Theoretical Practical 

training — 3 or 4 mos. training — 5 mos. training — 12 mos. 

Theoretical, Practical 
training — 5 or 6 mos. training — 12 mos. 

The two 20- week theoretical training periods in the Danish sequence are struc- 
tured on the basis of a 29 class-hour academic week, (an imposing schedule by 
United States standards). Subjects classified as "Pedagocial-Psychological" make 
up about a third of that t( .J, with Psychobgy and Child Development given 
primary emphasis. The courses are structured to aid the trainees in understanding 
their handicapped countrymen, and aiding them in taking part in the daily life of 
institutions or in the community. Four hours with a sociological focus are devoted 
to giving the trainees a broad basic knowledge of social legislation and the 
structure of Danish relief programs, and, coordinately, a view of society from the 
handicapped person's point of view (in a course "Handicaps and the Handi- 
capped Person" which helps widen the trainees knowledge of the physical and 
psychological consequences of a handicap). A five-hour "applied subjects" seg- 
ment focuses primarily on specific techniques in daily living skills training, and 
secondarily on institutional administration. 

The category "Social Medicine" contains another group of courses which pre- 
pare the student to assist the medical staff in daily treatment and training. Basic 
courses in anatomy/physiology and psychiatry are supplemented by applied ones 
in drugs and medication, physical therapy and working techniques, and occupa- 
tional therapy and ergonomy. 

Finally, another four-hour segment is devote^ to training in leisure-time ac- 
tivities appropriate to the disabled — music, singing and rhythmic activities, and 
physical activities and games. 

The extensive practical training segments of the Danish program are designed 
to provide both job practice and informative practice. In job practice periods, 
students form part of a normal duty team and participate in all practical and 
pedagogical work with disabled clients. This is done under expert instruction, but 
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with the students acting on a par with the regular staff. A variety of job practice 
assignments gives trainees a good idea of the entire care service, and allows thorn 
to explore their own capabilities in different types of care Mwk. 
: In periods of informative practice the students do primarily in-depth observa- 
tion of treatment and team-work practices in the field. The student is expected to 
participate in the routine to some extent, but most of the time isspent in getting a 
broadened experience and first-hand knowledge of a wide variety of methods and 
treatments. 

In both types of practice periods, some clinical demonstrations and theoretical 
teaching is included, related to the work of the particular institution and that with 
individual clients. Both types of practice periods take place in the complete range 
of existing facilities of the Danish Regional Centers. Every type of ward is in- 
cluded, as are kindergartens, day-care centers, and workshops. 



Summary 



A number of dilemmas exist in planning programs designed to train direct-care 
workers in the developmental disabilities field. It is difficult to determine how 
much emphasis should be devoted to general courses, or to practicum segments 
which show the student a broad range of social program-;, and how much should 
be devoted to highly specialized academic work and practicum experience. 
Choices are possible in the timing of academic and practicum segments. There are 
a variety of possible structures for practicum work itself, acknowledged to be a 
critical part of every program. 

A number of approaches to these dilemmas have been reviewed. None, unfor- 
tunately, is directly comparable to any other because working groups have gone at 
the planning task in quite different ways. However, there does seem to be 
consensus that multiple levels of skill need to be arranged in a comprehensive 
manpower design, that competencies can be specified for training at different 
levels, that a major commitment needs to be made in any training program to a 
practicum, supervised by experienced and well-educated individuals — and that 
heavy commitment to practicum segments stressing applied skills makes im- 
mediate movement into further academic work problematical for the student, at 
the least. However, that "problem" may merely indicate that direct experience is 
so highly valuable in this field that career ladders ought not involve long academic 
training without interludes of field experience. Such is the implied verdict of the 
structure of the Canadian and Danish plans, and to a certain extent of the 
Michigan Institute's plan. 
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Programs 

in Operation 



^ number of programs in operation in various sections of the United States are 
i^summarized brieflv in this chapter. Many are directed specifically to training 
workers for the mental retardation field, but two have a somewhat broader focus. 
The reader will want to note the extent and organization of practicum segments of 
these curricula, and also make his or her own judgments as to their career-ladder 
implications, although, of course, such judgments are not very reliable unless 
made in the context of a knowledge of the overall manpc ver-utilization pattern in 
that particular section of the country where he or she is i: -cated. Many or all of the 
programs have doubtless evolved since ^he summaries the author used were 
made available to the Center in Me^u^l Retardation, and readers wishing up-to- 
date information on any particular program should contact the college involved. 



Mental Retardation Technician Program: 
Fort Steilacoom Community College, 
(Tacoma, Washington Box 99186) 



Fort Steilacoom established two programs for training institutional, group 
home, and workshop staff in 1969, in cooperation with Rainier School. We 
outlined the A.A. Degree program, designed to be preparation "for middle 
management in an institution, group home, or other facility for the handi- 
capped." The first year of this A.A. Degree program is also the basic program for 
the lower-level certificate. Although field experience is separately listed a 
course only in the second year, it must be assumed that some of the courses listed 
for the first year have sessions operated in conjunction with Rainier School which 
provide some practicum experience. 

^ The First Year Courses 
Required 

Art 110 Art Activities 

Hduc 113 Introduction to Children':; Literature 



3 credits 
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Ene 

o 


52 


Written Communications 


3 




(Prereq: Eng. 51, text, or equivalent) 




MM 


193 


Basic Supervisory Certification 


3 


MR 


53 


Introduction to Mental Retardation 


2 


MR 


163 


Methods of Observation and Evaluation I 


3 


MR 


164 


Methods of Teaching the M/R 


3 


Mus 


205 


Music for Children 


3 


pnp 




Health — Personal and Community 




PEP 


206 


P F Activitv — Flementarv Level 


2 


PEP 


272 


Industrial First Aid 


2 


PEP 


27 ft 


^(\\T7\T\rf^(\ TnHiiQfrial FirQf AiH 

/^L4 Vni IL^CU lllULiDLlldl X ilOL /^1L4 




PEP 


278 


Safety for the Handicapped 


1 


Psych 


71 


Elementary Psychology 


3 


Psych 


163 


Behavior Modification I 


3 






Suggested Electives 




Eng 


DU 


cany Language ueveiopmeni 


.5 creuiis 




51 


Fnp]i<?h Work<;hnn 


3 






iiF^l i^f^ m m n n 1 Pa f"! /^n c 


'X 


MR 




JlKyiX L^Cll l^LiClllC/ L/C ll./ /^Ll V . 




7nn\ 




jnuiiiaii OLiULLurc onu FunLLiun 


o 




* 


IXIC OCCUilU 1 Car V^UUXaCb 








Required 




MM 


194 


Suoervisory Development 


3 credits 


MR 


173 


Methods of Observation and Evaluation II 


5 


MR 


201 


Field Experience 


5 credits 






Community Involvement 








Community Placement 








Education — Teacher's Aide 








Foster Parent Plarement 








Occupational Training 








Physical Therapy ^ 












Psych 


115 


, Human Relations — Group Processess 


3 


Psych 


164 


Behavior Modification II 


5 


Psych 


165 


Behavior Modification III 


5 


Soc 


120 


Family Relationships 


3 






Suggested Electives 




Hum 


101/2/3 


Humanities or Any Humanities Course 


5 credits 


MR 


190 


Task Analysis and Program Design 


5 


MR 


202/203 


Field Experience 


5 


Psych 


201 


Psychology of Adjustment 


5 


Soc Sci 




Any Social Science Course 


5 


Soc 


219 


Child and Community 


5 
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Many of the courses listed are generic in focus/according to the course descrip- 
tions provided by Fort Steilacoom Community College, but a few are more 
oriented to children and/or the retarded than their titles would indicate. For 
instance ART 110/ Art Activities, is a study of art experiences for children, and 
could well involve practice sessions at the school. ENG 52, Written Communica- 
tion, emphasizes the writing of reports. MR 163, Methods of Observation and 
Evaluation I, focuses on behavior modification with emphasis on program devel- 
: opment and management for those with learning disabilities. 



Child Development Technician Program, 
St. Mary's Junior College 
(2600 South 6th Street, Minneapolis, Minnesota 55406) 



The St. Mary's program was designed to prepare personnel to assist profes- 
sionals in the field of mental retardation, specifically in daytime activity centers, 
work activity programs, workshop programs, special programs within residential 
settings, and special education classrooms. Graduates complete a minimum of 90 
^ cjuarter-credits in six quarters; approximately half in general education courses, 
and half in courses required within the Child Development Technican Program. 

Practicum in the St. Mary's program is structured as part of one major 
program-required course each quarter. Just how much time is committed to the 
different practicum experiences by students is unclear. 

The First Year Courses 

First Quarter: Credits 

CDT115 Fundamentals of Retardation I 5 

(Lecture 3 credits, practicum 2 credits) 

BIO 11 Human Anatomy and Physiology 3 

PSY 11 General Psychology 3 

COMM 11 Communication in Society 3 

Medical Terminology 1 

Second Quarter: 

CDT 125 Fundamentals of Retardation II 5 
(Lecture 3 credits, practicum 2 credits) 

• BIO 12 Human Anatomy and Physiology 3 

PSY 21 Human Growth and Development 3 

COMM 14 Oral and Written Communication 3 

THEO 11 Contemporary World Religions 3 

Third Quarter: 

CDT 136 Education of the Mentally Retarded 6 
(Lecture 3 credits, practicum 3 credits) 
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EKLC 



SOCll Man in Society I 3 

Humanities Area (Literature) 3 

PSY,22 Psychology of Learning . , 3 

The Second Year Courses 

First Quarter: Credits 

CDT 216 Perceplual Disabilities 6 
(Lecture 3 credits, practicum 3 credits) 

Second SOC Course (Choice) 3 

Humanities Area (Art) 3 

Elective 3 

Second Quarter: 

CDT 226 Introduction to Exceptionality 6 

(Lecture 3 credits, practicum 3 credits) 

PSY 23 Psychology of Adjustment 3 

Phil 22 Ethical Problems in the Health Fields 3 

Elective 3 

Third Quarter: 

CDT 237 The Retarded Adolescent and Adult 7 
(Lecture 3 credits, practicum 4 credits) 

Humanities Area (history) 3 

Elective 3 



The progression of involvements in practicum experiences appears to be well 
planned in the St. Mary's program. The first quarter is spent in the St. Michael 
Learning Center in an orientation program partly devoted to an introduction to 
the field and partly devoted to work with young retarded children. Experience in 
the second quarter is focused on program development and developmental ob- 
servation of retarded children, followed in the third quarter by the student acting 
as assistant to a classroom teacher, and participating in all aspects of the classroom 
curriculum. This pattern is continued in the second year, with two quarters of 
placement in special education classrooms, and one in a facility for adolescent or 
adult retarded peopk. 



The Mental Retardatioii Aide Program, Manchester Community 
College, (Manchester, Coimecticut 06040), 



This program involves little practicum experience in the first year>.and a total of 
six credits assigned to practicum in the second year, making a smaller commit- 
ment to practicum training overall than some of the other programs examined, 
and considerably less than the models reviewed. However, the half-credit/ 
semester mental retardation seminars provide an interesting approach to the 
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■ orientation phase of this type of curriculum, and a mental retardation clinical 
experience is also specified. This carries three credits, and is an intensive three- 
week on-site in-service session. It may be taken in either year, but Manchester 

; Community CoUege suggests that the Freshman year is a preferable time for this 
experience. 

The First Year Courses 

First Semester: 
ii ENG 111 Introductory Composition (report writing) 
BIO 151 Survey of Human Anatomy and Physiology 
PSY 111 General Psychology I 

Elective (Liberal Arts & Sciences) 

Elective (Social Science) 

Mental Retardation Seminar I 

; Second Semester: 

ENG 112 Advanced Composition 

Elective (Math or Physical Science) 
PSY Characteristics of the Retarded 

Elective (Liberal Arts & Sciences) 

Elective (Social Science) 

Mental Retardation Seminar II 



The Second Year Courses 

First Semester: Credits 

PSY Behavior Modification 3 
Pub Serv 

211 Social Service Methods I 3 
Mental Retardation Field Experience I 3 

ENG 120 Introduction to Literature 3 

Elective (Free) 3 

Second Semester: 
Pub Serv 

212 . Social Science Methods I 3 

Mental Retardation Field Experience II 3 

PolScilll 3 

Elective (Free) 6 



The Developmental Disabilities Curriculum, Chabot College, 
(Hayward, California 94545) 



/ Chabot CoUege's curriculum, like that of St. Mary's in Minnesota, is organized 
on the quarter system. Exactly half of the required 9 units for the A. A. Degree in 
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Credits 
3 
3 
3 
3 
3 

V2 



3 
3 
3 
3 
3 

V2 



Developmental Disabilities are required courses in the major, while half are in the 
gerieral education segment of the college's offerings. In the terms of the models 
reviewed, a somewhat low time commitment appears to be made to practicum 
experience. 



Freshman Year 

DEVELOPMENTAL 
DISABILITIES 50 
(Introduction to Child with 
Developmental Disabilities) 

DEVELOPMENTAL 
DISABILITIES 51 
(Introduction to 
Learning Disabilities) 

EARLY CHILDHOOD 
DEVELOPMENT 50 
(Introduction to 
Early Childhood) 

E.ARLY CHILDHOOD 
DEVELOPMENT 61 
(Literafup? for the 
Young Child) 

EARLY CHILDHOOD 
DEVELOPMENT 62 
(Child, Family 
and Community) 

HUMAN CROV\TH 
AND DEVELOPMENT 70 
(Prenatal to Early 
Childhood) 

HEALTH 5 
(Standard First Aid 
and Personal Safety) 

NUTRITION 11 
(Nutrition for Human 
Development) 
Physical Education 1 
English 

Compt)sition-Spoech 
(7 units) 

Natural Sciences (4 units) 

Health Education (3 units) 

•Electives (6V2 units) 



Units 
A VV S 



Vi V: V2 



Sophomore Year 

DEVELOPMENTAL 
DISABILITIES 63A'63B 
(Methods in Working with 
the Develop- 
mentally Disabled) 

DEVELOPMENTAL 
DISABILITIES 67 
(Developmentally Disabled 
Adult and the Community) 

DEVELOPMENTAL 
DISABILITIES 95 
(Work Experience) 

DEVELOPMENTAL 

DISABILITIES 96 

(Work Experience Seminar) 

EARLY CHILDHOOD 
DEVELOPME?^^^ 
(Play and Play M^teriais) 
EARLY CHILDHOOD- • - 
DEVELOPMENT 65 
(Introduction to 
Administration of Early 
Childhood Program) 

EARLY CHILDHOOD 
DEVELOPMENT 90 
(Superx'ised Experience) 
Physical Education 1 

American Institutions 
(7 units) 

Humanities (4 units) 

Social Sciences (4 units) 

'Electives (6'/2 units) 



Units 
A W S 

3 3 



1-2 



V2 V2 V2 



45 units 



45 units 



COURSES IN THE MAJOR MUST BE TAKEN IN SEQUENCE 



•Electives to be selected from the following courses: Early Childhood Development 63A-63B (Early 
Childhood Curriculum), Recreation 65 (Recreation for the Physically Handicapped), Recreation 66 
(Recreation for the Mentally Handicapped), Physical Education 1 (Physical Education for the Handi- 
capped), Psychology 33 (Personal and Social Adjustment), Human Services 5C (Behavior Modifica- 
tion), Human Services 58 (Individual and Group Use of Transactional Analysis), Speech 28 (Normal 
Language Development). 

The graduation requirement for mathematics must also be met. Chabot College A.A. Degree (total 
units required— 90). 
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■ : A one-year program might be offered, particularly for students in other degree 
programs other than paraprofessionals and professionals, that would concentrate 
on developmental disabilities and early childhood education courses only. The 
following is a list of suggested courses for the quarter system in a one-year 
program. 



DEVELOPMENTAL DISABILITIES 



UNITS 



Developmental Disabilities 50 3 
(Introduction to the Child with Developmental 
Disabilities) 

Developmental Disabilities 51 3 

(Introduction to Learning Disabilities) 
Developmental Disabilities 63 A-63B 6 

(Methods in Working with the Developmen tally 
• Disabled) ^ 
Developmental Disabilities 67 3 

(Developmentally Disabled Adult and the 

Community) 

Developmental Disabilities 95 1-2 
(Work Experience) 

Developmental Disabilities 96 1 

(Work Experience Seminar) 
Early Childhood Development 50 3 

(Introduction to Early Childhood) 
Early Childhood Development 62 3 

(Child, Family and Community) 
Human Growth and Development 70 4 
Nutrition 11 3 

(Nutrition for Human Development) — — 
Total units required — 34 
(Certificate of Achievement) 



The Associate in the Science of Human Services Program, St. 
Petersburg Junior College, (St. Petersburg, Florida, 33733) 



The St. Petersburg-program gives a broader core of academic work than some of 
the other pirograms reviewed, but provides for student specialization in the areas 
of mental retardation, mental health, or social services, primarily through the 
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opportunity for students to specialize in practicum work. Freshmen spend nearly 
one full working day per week in agency assignments, while sophomores spend 
two days per week, each semester's practicum assignif»ent running 15 weeks. 
Particularly if a student has not made a clear and well-justified choice of speciali- 
zation, the staff makes an effort to provide assignment to a different agency each 
semester. 



First Semester: 
EH 130 or 140 
Human Serv. 101 

Human Serv. 110 

PSY 132 
SY 226 

Human Serv. 102 
PE 258 

Second Semester: 
EH 131 or 141 
Human Serv. 103 

Human Serv. 104 

Human Serv. Ill 

PSY 210 ; 

SY227 
BS 160 



First Semester: 
HH 297 
PSY 211 
SD 146 

Human Serv. 202 
Human Serv. 210 
Elective 

Second Semester! 
GT 152 
PSY 240 
PE 
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First Year Courses 

Communication I (or composition) 
Introduction to Social and 

Intellectual Exceptionalities 
Field Experience in Human 

Services (lab.) 
General Psychology 
Introductory Sociology 
Introduction to Human Services 
Body Mechanics 



Communication I (or composition) 
Roles and Functions of the Human 

Service VVorker 
Treatment and Management Procedures 

in Human Services 
Field Experience in Human 

Services (lab.) 
Child Development 
Social Problems 
Biological S.ioinces 

Second Year Courses 



Standard First Aid 
Adolescent Development 
Fundamentals of Speech 
Family, Community, and 

Institutional Dynamics 
Field Experience in Human 

Services (lab.) 



American Government I 
Personality Development 
Physical Education 



Credits 
3 



2 
3 
3 
2 
1 

3 

1 

2 

2 
3 
3 
3 



2 
3 
3 



4 
3 

3 
3 
1 



Human Serv. 204 



Human Serv. 211 



Elective 



Advanced Study of Treatment and 
Management Procedrares in Human 
Services 

Field Experience in Human 
Services (lab.) 



4 

3 



The Mental Health Technician Program, Miami-Dade 
Community College North (Miami, Florida 33156) 



This program/ as well as the St. Petersburg program, are examples of the 
Southern Regional Education Board approach to intermediate mental health 
worker training, discussed in the previous chapter. Graduates of the program are 
qualified to function under supervision in social agencies, mental health pro- 
grams, agencies for chiiu Care or senior citizens, as well as in facilities for the 
mentally retarded or otb r developmen tally disabled, A major commitment to a 
practicum or "extemship" is made in the second vear, with nine credits each of 
two terms given for that experience, and two creaits each term for the associated 
seminar. 

First Year Courses 



Fall Term: 




Credits 


OR!" 101 


Orientation 


1 


MEH 160 


Introduction to Mental Disabilities 


3 


MEH 161 


Survey of Community Resources 


3 


SOP 210 


Human Relations 


3 


APC 160 


Expository Writing 


3 


HEN 210 


First Aid i 


2 


Winter Term: 






MEH 162 


Materials and Activities 


3 


NEH180 


Orientation in Comm Mental Health 


3 


P§Y 241 


Human Growth and Development 


3 


PRN120 


Body Structures and Function 


3 


SSSlOl 


Social Science 


3 


Spring Term: 






MEH 170 


Recreation for Special Groups 


3 


PSY 212 


Dynamics of Behavior 


3 




Second Year Courses 




Fall Term: 






MEH 288 


Seminar! 


2 
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MEH298 Extemshipl ,V 9 

PSY 211 Introduction to Psychology 3 

SSS 102 Social Sciences 3; 

SOC 201 Introduction to Sociology 3 

Spring Term: 

MEH289 Seminar II 2 

MEH299 Extemshipl ^ 9 

SOC 220 Marriage and the Family 3 

APC161 Technical Report Writing 3 

' Elective 3 



The University of North Carolina Developmer cal Diisabilviies 
Training Institute: A leader in in-service sho\it-temv italA*ng 



It has been suggested that in-service programs are probably not the best 
; long-term answer to adequate training of direct-care workers; nonethelf*'*s, they 
will continue to have a role to play in a manpower training, and retrain v /stem 
for some time to come, and it is quite possible that such programs will hav . greater 
effectiveness as they are further developed. One highly develop-ed )>• . ice s^aff 
training program is that offered through the North CaroHn.* Insu. jince iisi 
inception in 1963, the Institute has conducted more than 200 ■;hort-venTi training 
programs for over 6,000 trainees. Each program is typicdy two to iom and 
one-half days in length. Topics which community colleges^ might consider mod- 
ifying for their own uses, perhaps in an in-service "event" aimed a$ building 
bridges between students and care- workers in the area, have induded the foUoiv- 
ing: 

Mental Retardation — Nature and Management 

Working with P. u^nts and Siblings of Developmentally Disabled Porson*. 
The Role of Developmental Disability Councils in the Development of a Com- 
prehensive Array of Services to Developmentally Disabled Persons 
Administration of Preschool Programs for Developmentally Disabled Children 
Teaching Presch ool Age Developrrientally Disabled Children 
Administrnlion of Activity Centers Serving Developmentally Disabled Adults 
Teaching Developmentally Disabled Persons in Activity Centers 
Administration of Sheltered Workshops Serving Developmentally Disabled Per- 
./sons' 

Vocational Evaluation of Developmentally Disabled Persons 
Vocational Adjustment Services for Developmentally Disabled Adults 
Application of Behavior Modification in Developmental Disabilities 
Implemenung the Normalization Principle in Developmental Disabil tiea: 
Community Residential Programs for Developmentally Disabled Persons 
Employment Placement of Developmentally Disabled Persons 
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Coordination of Community and Institutional Programs Serving Devel- 
■ opmentally Disabled Persons 
The Use of Counseling the Developmentally Disabled Perse 'vs 
The Delinquent Developmentally Disabled Person 

Serving Developmentally Disabled Youth in Cooperative Prograir.s Betv/een Spe- 

, cial Education and Vocational Rehabilitation 
Vocational Rehabilitation of Developmentally Disabled Persons 
Institutional Services to Developmentally Disabled Persoas 
On the Design and Implement:ition of In-Service Training Programs for Peisons 

i Working with Developmentally Disabled Individuals 
Rehabilitation of Adolescent and Adult Developmentally Disabled Persons 



The Community Care Television Project, Instructional TV 
Consortium of the California State University and Colleges, 
California State College, Sonoma (Rohnert Par California 94928) 



Developed in cooperation with the Department of Health, State of California, 
this Project involved an in-service, locally-accessible training design with 26 
half-hour TV programs and supporting study materials. The first part of the 
program included 16 half-hours, the second 10. Among topics covered in detail 
i^re self-help skills and their teaching, safety and hazard c/rientMion tv> home- 
environment settings, behavior problems, including a focu5 on approcjching 
behavior change through the setting of objectivisms, and reinJurL-m^rnt techniques 
for new behaviors, se);.uuiity and the mentally teuavded, planning recreation and 
leisure activities for the disr^bled, pre-transition training, and aspects of team 
planning. 



The Macomh-Oakhmd Residential Center In-Service Program, 
(Fraser, Michigan 48026) 



This series of programs is unusual in t^iat it was initiated by a State of Michigan 
residential facility, and is planned and offered in co-jperation with the Oakland 
Community College. The progran also involves the cooperation of the state 
hospital system, and resource people for it are often drawn from the state system. 
Topics treated so far are: orientation to mental retardation, fire and safety consid- 
erations in facilities., p-^blemsin maintaininga healthy environment, elements to 
he considered in programming, relations with families of the disabled, methods of 
influencing beha\nor, and perspectives on administrative responsibility. Sex rI- 
ity of the harJicapped and vocational training considerciions have also btH.'n 
treated. 
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Summary 



Programs in current operation in the field are quite diverse, providing varying 
amounts of academic background, field experience, and specialization. Presuma- 
bly mu:h of the diversity represents accommodation to local needs and the 
partic;«lannterests of students, and probably also accommodation to the structure 
of service agencies and the availability of work experience assignments in the 
service structure. Some of the apparent diversity is probably due to varying 
amounts of detail provided for this report. It should be emphasized that all 
programs of this nature should be dynamic, evolving in response to change in 
service structures and the general needs of the community. Once in contact with 
those agencies and advocaLV groups for the developmentally disabled, in fact it 
will be difficult for the co llege to hold to an unchanging program design. What- 
ever the name of the progivim, and it^ structure at a given time, the response of the 
community will be the most valid ?::'cMSure of its appropriateness. 
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and 

Recommendations 



Thestaff of the Center in Mental Retnrdation, in the course of its research, has 
developed a number of convictions about how d irect-care workers for the 
developmenfcally disabled should be trained in the years to come, and how 
community colleges fnay best participate in that effort. Many of these convictions 
are apparent in a numberof sections of the manuscript, but it seems worthwhile to 
summarize some of them topically in this final chapter. 



Need for Programs in General 



Many community colleges will be serving their areas well by making an effort to 
:^become involved in the developmental disabilities field. The developmentally 
disabled and' their families are a needful minority. Service to and care for the 
developnientaliy diisabled in our nation can stand considerable improvement and 
attention. 

It is generally accepted that occupations related to the delivery of human 
services (as part of n movement toward services in general) will expand in the late 
1970's and, 198G's, and beyond'. Despite this/ and the general need we have 
summarized, not every college should undertake a training prograrh in the deliv- 
ery of human service5/or In direct-care training. Each college must develop its 
own iocal needs assessment mechanism, to see in pare where its community 
stands ii. lorms of a developing need for trained workers. Although there is a 
national shortage troaicd manpower, some communities will not yet have 
reached the s^age of demanding trained manpower for facilities for the devel- 
opmentallv disabled. 
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Involvement with Local Organizations 



Assessing the level of demand for newly and more adequately trained workers 
will almost certainly lead the college's planners to local groups serving the devel- 
cpmentaliy disabled and advocating for them. We believe that a strong and 
prolonged involvement with such groups will give the college data about current 
needs, and, these groups may be able to increase the demand for trained man- 
power, and generally integrate the proposed training program into the broader 
network of developmental disabilities services and groups. 



Through Local Organizations to National Orgaxtizatioas 



National advoCficy organizations, in particular, will be working for nationwide 
standardization of service and personnel requirements, through accredilation 
mechanisms, and credentialling programs, as well as other means. The college 
should remain conscious that the long-term interests of its graduates are well- 
served by contact with such groups, through their local and state chapters. 



Basic Program Model 



By far the largest number of those individuals w-ho are developmentally dis- 
abled do not require continuous medical or nursing care. They do require habilita- 
tion education and social skill training. Medical and nursingskills areonly a minor 
part in training for the developmental approach. 

For this model, an appropriate training program should place stress on educa- 
tive social and vocational training. Training should be directed at enhancing the 
service deliverer s ability to understand the living problems encountered by the 
developmentally disabled as he moves through the community. The teaching of 
self-help and community living skills to the developmentally disabled should 
have the highest priority. 
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Generic Versus Specialist Programs 



- There are many generic components to the knowledges and skills necessary in 
working with the developmentally disabled. Some of the developmental disabil- 
ity areas which appear to have common skill needs are mental retardation, 
multiple handicaps, behavior disorders, and learning disabilities. Deafness, 
blindness, and more general social maladjustment are types of handicaps which 
require some similar skills to those appropriate to working with the devel- 
opmentally disabled. 

However, it may be asking too much to expect a program to be so generalized 
that its graduates supposedly might move into community recreation programs or 
welfare agencies as readily as into a facility for retarded children. The devel- 
oprnejjtal nspect of mental retardation, or those disabilities resembling mental 
retardation, is a critical one for students to explore and master; specific perspec- 
tives and techniques are appropriate. A curriculum designed to cover an area of 
social or helping services that is too broad is not likely to ground students in 
■ necessary skills. If specialization is to be combiner with a broad generic program, 
it may be achieved by a major commitment to practicum experiences. 



Experiential Parts of the Program 



It is our feeling that carefully supervised experiences should constitute at least 
50 per cent of the program, with the remaining 50 per cent devoted to academic 
and skill training. Supervision should be provided by a trained person who has 
had experience in the direct daijy care of the developmentally disabled. The 
supervisor should be responsible for no more than 15 trainees. The supervisor 
should be able to integrate theory with practice and should be on the staff of the 
community college. The practicum "experience should rotate from agency to 
agencyamong the various developmental disabilities during the first year. How- 
ever, during the second year the student should specialize in one or two of the 
disability areas. 



In-Service Training 



The trainin.^ofstaffvvithine.xistiigcommunity facilities is of prime importance, 
illhough, as we have suggested, research indicates that structuring a truly effec- 
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tive in-service program is a major challenge. It is possible that a community 
college can use a series of f: ;.-tv5/' sessions, perhaps combined with public 
workshops, to begin and deeper^ •; w :;ment with the developmental disabilities 
service and advocacy groups in axea, as well as with staff and management of; 
care facilities, such involvement leading eventually to the establishment of a full 
pre-service program. Certainly college involvement with successful in-service 
programs creates a sound basis for moving toward the full-scale program. 



Career Ladder Considerations 



It is hoped that many of the trainees in these programs will choose to operate 
effectively as direct-care personnel, with one or two years of community college 
training. However, the opportunity to continue in further training should be 
established in some way. We have identified this a najor problem in the design 
of programs which must at the same time focus on directly applicable skills. 
Solving this problem will eventually involve bringing institutions likely to give 
higher-level training, and local and state agencies, together to create a full man- 
power training, utilization, and career systems model. With its conceptionaliza- 
tion of four definable manpower-training levels, the model proposed by the 
Canadian Institute is a basis for further thinking along these lines. Certainly the 
college alone will not be able to create a career-system model, but should be 
involved with other entities in working toward one. Such a model will not only be 
in the long-run interests of graduates, but in the interests of rational and humane 
service to the disabled as well. 
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